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The City View Sanitarium 


SEPARATE BUILDINGS FOR MEN AND WOMEN. . NASHVILLE, TENN. : Bre 


A licensed ethical private institution for the treatment of Mental ‘and Nervous Diseases, and & 
selected class of Alcoholic and Drug addictions. Commodious, well arranged, .and. thoroughly. | 
equipped buildings. Women’s department just completed, fireproof throughout. Home-like sur- . 
roundings a special feature. Specially trained nurses. Two resident physicians. Capacity 50. 
Consultants—Dr. Duncan Eve, Dr. Wm. G. Ewing. Dr. a A. Dr. Paul Eve; 
Dr. S. S. Crockett, Dr. L. B. Graddy, Dr. W. W. Core. ae - 


JOHN W. STEVENS, M.D., Physician-in-Charge._ 
‘Phone Main 2928 NASHVILLE, TENN. 


MEDICAL DEPARTMENT (Undergraduate) 76th “Annual Ses-. 
- | sion. opens’ October 1, 1910. our ‘years’ course; unexcelled. - 
laboratory and elinical facilities. rmitory for medical gtu- ~ 
dents in first two years. Over 70 teachers. 


6PPORTUNITIES FOR CLINICAL INSTRUCTION 
PASSED BY ANY MEDICAL, COLLEGE IN THE UN UNITED. 
EPARTMENT OF PHARMACY Established ft 3838. 
OF course 32 weeks for degree of 


“drug analysis for students prepared. Women 
same terms as men. . ; ; 


MODERN up-to-date private infirmary equipped with steam heat, electric light, electric 
- fans,, modern plumbing: and ‘new furnishings. Solicits all chronic cases, functional and 
organic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity of 
infectious cases treated. Bed-ridden cases not received without previous arrangement. é 

Are Light and X- 
or 
"Recreation hall with pool and billiards for free eso of potiest 

Rates$ per week, including treatment, board, medical attention ie general nursing. Send for 

large illustrated catalog. The Sanatorium is supplied daily, from the Pope rie emaeriin’ 4 men 

poultry and eggs; also. milk, cream, butter and buttermilk from its herd of Jerseys. 


THE POPE SA SANATORIUM 


LOUISVILLE, KENTUCKY 
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HOME 2122 
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CUMB. M. 2122 
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DAVIS INFIRM ARY, For Diseases of Women and Surejeed acto q The buildings are well 
and Hospital Training School for constructed for surgical 
work, and especially for abdominal eases. The annex and Scher improvements recently made 
provide increased facilities and otechaprarienetas-togndear: 
Competent Staff of Consultants and Assi Neurologist, Internist, Opthalmologist, Cystescopist, Radiologist, Pathologist 
Ambulance Service. J. D. S. DAVIS, M.D., Birmingham, Alabama. 


TABLE OF CONTENTS 


ORIGINAL ARTICLES. 


1. The Diagnosis of Surgical Lesions of the Kidneys with Especial Reference to the X-Ray and 
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BEECHHURST SANITARIUM 


LOUISVILLE, KENTUCKY 


A thoroughly modern 
and well equipped 
psychopathic hospital 
for the treatment of 
nervous and mental 
diseases, drug addic- 
tions and alcoholism. 
Ample buildings. De- 
tached apartments for 
special cases. 
Twenty-five acres of 
wooded lawn. High 
and retired. 


H. YEAMAN, M.D., 


Superintendent. 
(Late Supt. Central Ky. Asylum) 


H. SCOTT, A.M.M.D., 


Asst. Physician. 


Long Distance Phones: 


Cumberland, E, 257a 
Home, 3555 


Luke’s Hospital 


Dr. Stuart McGuire’s Private Sanatorium 
RICHMOND, VA. 


Owned and personally conducted by 
Dr. Stuart McGuire for the exclusive 
use of his private patients. 


Building erected for the purpose to 
which it is devoted, and combines the 
comforts of a home with the conven- 
iences of a modern hospital. 


Located in residential section, con- 
venient to all part of the city by mean. 
of the street car service. 


Capacity for sixty patients. Single 
and double bedrooms, with or without 
bath. No wards. 


Designed for surgical and gynecolog- 
ical cases. No contagious diseases, in- 
sane or colored patients received. 


Cost of board and nursing and other 
information May be obtained by ad- 
dressing the Secretary. 


— 


ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. we 


lhe Globe Spells Practi 
, GLOBE NEBULIZERS represent a complete 
system of rational treatment for Ear, Nose, 
5 Throat and Lungs. 
GLOBE COMPREST AIR are 
“ a part of this system, and re 
make Vapor Vibration pos- 
sible. 
GLOBE ELECTRIC AIR 
PUMPS are the very 
acme of apparatus for sat- 
isfactory air supply—for 
Globe Electric Air Pump No. 19 any therapeutic purpose— 
also, by the way, for your automobile. 
We make the prices right. Illustrated Catalog free. 
Equip now, for the season is here. Ss 
GLOBE MANUFACTURING CO nebulizer cutnt 
DEPT. S. BATTLE CREEK, MICH. No. 55189 
TABLE OF CONTENT S — Continued 
BOOK REVIEWS. 
Surgery, and Pathology of the Thyroid and Parathyroid Glands .......... 559 
ABSTRACTS OF CURRENT LITERATURE. 4 
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THE FILES YOU NEED AT YOUR FINGERS’ ENDS 


Slits “COMPLETE OFFICE ON LEGS” 


The Most Practical 
Desk for Your 
Office 


This handsome Flat Top 
Desk is supplied with any 
combination of nine kinds 
of filing drawers. These 
are made for filing Letters, 
Index Cards, Folded Doc- 
uments, Catalogs and shal- 
low drawers suitable for 
samples, instruments, etc. 

Physicians usually re- 
quire a file for a card in- 
dex, patients’ record, card 
ledger or other data. 
Their correspondence also 
should be kept at their 


fingers’ ends. This and 


Delivered 
many other practical fea- : 


tures are embodied in this aad eal 
SOLID OAK—SANITARY— HANDSOME 

The pattern shown above is equipped with a drawer for 4,500 3x4 index cards, a vertical file for 
= tera two small and large storage drawers with plain solid bottoms. Also two extension 
slide shelves. 

Made in Solid Oak, finished either golden or weathered and equipped with any combination of 
the nine kinds of drawers at price quoted above. Birch Mahogany, $24.50, delivered. Freight 
paid east of Mont., Wyo., Colo., Okla. and Texas. 

In and West of these States add 15 per cent. 


Write for catalog “C,” our compendium of infor- 
mation on “Space Economizers’’—filing cabinets, The y | vig Mf Co 
ookcases in all popular finishes an esigns. (Bot 6 
free.) 160 Union Street, MONROE, MICHIGAN 


Dr. Moody's Sanitarium, San Antonio, Texas, Fer Nervous and Mental “Diseases, 


Four 
modern building and two detached cottages, with ample provision for proper classification, and 
with equipments and conveniences for genial home environments, comforts, and for rational 
scientific treatment, which is strictly along ethical lines. Location and locality ideal for health, 
rest and recuperation. Rooms may be had in suite, or with private bath. Seven acres of beauti- 
ful lawn and shade. Surrounded by several hundred acres of City Parks and by New Government 
Post Grounds. Address, G. H. MOODY, M.D., 315 Brackenridge Avenue. (Formerly Assistant 
Physician to State Asylums at Austin and San Antonio, Texas.) 


dackson, Miss. Is never dignified and attractive unless he has the right kind of 
printer do the work, Printed work, as we design and execute 
it, is neat and handsome, while our genuine steel die embossing, 
at a little higher price, simply cannot be surpassed. We will be 
glad to send you samples and quote prices. Write us. 


E. C. FELLOWS 


Brandon Printing Co. 


NASHVILLE, TENN. 4 


i, 
/ 
| 
re 
4.4. Entew, 2. | 
ENLEW BUILDING 
. 


ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. 


Just Ready 


Cotton’s Dislocations and Joint Fractures 


Dislocations and Joint Fractures. By Freperic Joy Corton, A.M., 
M.D., First Assistant Surgeon to the Boston City Hospital. Octavo 
of 654 pages, with 1,201 original illustrations. 


Fenwick on Dyspepsia 


Dyspepsia: Its Varieties and Treatment. By W. Sottau FENwICcK, 
M.D. (London). Octavo of 485 pages, illustrated. Cloth, $3.00, net. 


Hinsdale’s Hydrotherapy 


Hydrotheraphy. By Guy Hrinspate, M.D., Lecturer on Climatology 
at the Medico-Chirugical College of Philadelphia. Octavo of 446 
pages, illustrated. 


Slade’s Physical Examination and Diagnostic 
Anatomy 


Physical Examination and Diagnostic Anatomy. By Cuartes B. 
StapE, M.D., Chief of Clinic in General Medicine in the University 
and Bellevue Hospital Medical College. 12 mo. of 146 pages, illus- 
trated. 


Morris’ Dawn of Fourth Era in Surgery 


Dawn of the Fourth Era in Surgery, and other Articles. By RoBERt 
T. Morris, M.D., Professor of Surgery in the New York Post- 
Graduate Medical School and Hospital. 12 mo. of 145 pages, illus- 
trated. 


Boolis sent, carriage paid, on receipt of given prices 


W. B. SAUNDERS COMPANY 925 Walnut Street, Philadelphia 
London: 9, Henrietta Street, Convent Garden Australian Agency: 430 Bourke Street, Melbourne 
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ELEVENTH EDITION 


POLK’S MEDICAL REGISTER 
AND DIRECTORY OF NORTH AMERICA 


NOW BEING REVISED 


PUBLISHED AT REGULAR INTERVALS SINCE 1886. Compiled from original and official 


sources, 
Names and addresses with college information of more than 150,000 physicians without reference 


to school practiced. 

Digest of the Laws of each State and Province Governing the Practice of Medicine. 

Lists of Hospitals and Sanitariums, ete. 

Lists of all Medical Colleges, whether active or extinct. 

The Eleventh Revised Edition will soon go to press, and every physician on the Continent who 
has not already done so, should furnish the publishers his name, address, college and year of 
graduation, to ensure correct representation in the new 1910 edition. 

Descriptive matter promptly furnished upon application to the Publishers. 


R. L. POLK & CO. 


DETROIT = - MICHIGAN 


Atlanta College of Physicians and Surgeons 


TLANTA GEORGIA 
Consolidation in 1898 of the Atlanta Medical and Southern Medical Colleges. 
FACULTY. 


J. S. Todd, M.D., Emeritus... 


A. W. Calhoun, M.D., LL.D. A. L. Fowler, M. D. 


W. A. Selman, B.S., M.D. 

Wm. Perrin Nicolson, M.D., First V.-Pres. 
W. S. Elkin, A.B., M.D., Dean. 

W. F. Westmoreland, M.D.. President. 

F. W. McRae, M.D. 

J. Clarence Johnson, M.D, 

H. F. Harris, Ph.D., M.D. 

W. S. Goldsmith, M.D, 

Jas. B. Baird, M.D. 

E. Bates Block, M.D. 


S. T. Barnett, A.B., M.D., Treasurer. 
T. C. Davison, M.D. 

Stewart R. Roberts. A.B., M.Sc., M.D. 
Dunbar Roy, A.B., M.D. 

John G. Earnest, M.D. 

Bernard Wolff, M.D. 

Michael Hoke, A.B., M.D 

J. C. Olmsted, M.D. 

Cc. W. Strickler, M.D., Second V.-Pres. 
Marion McH. Hull, M.D. ' EK. Phinizy Calhoun, A.B., M.D. 

Chas. E. Boynton, A.B., M.D. Laurence Everhart, Secretary. 


The fifty-sixth annual session of the Atlanta College of Physicians and Surgeons begins Wednes- 


day, September 21, 1910. 
With a group of five college buildings, gine ew upon the modern university plan, and a corps 
of over fifty professors and instructors, this institution stands second to no medical college in the 

The laboratory facilities are unsurpassed and the amount of clinical material is abundant, 


country. 

between 25,000 and 30,000 patients having been treated the past year in the outdoor department. 
Last year surpassed any previous one as to number of students matriculated, there being 334. 

Owing to our large and well equipped laboratories, we can handle a large number of students easily. 
A four years’ course of seven months each is required, the last year of which is devoted largely 

to clinical and practical work. The minimum educational requirements are those of the Southern 

Medical College Association, of which we are a member. The tuition fees are $100 per session, and 


there are no extras, Board can be obtained at from $15 to $25 per month. 
For catalogue and further information address ; 


DR. WM. S. ELKIN, Dean, Atlanta College of Physicians and Surgeons, Atlanta, Ga. 
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THE NEW YORK CITY 


Have You Investigated The McCall Incinerator 


for use in hospitals, ie ee camps, schools and similar institutions where the disposal 
of waste, excreta, etc., is a problem. This machine is very simple, is easily manipulated, 
and is very inexpensive in operation. It insures perfect sanitation, the absolute preven- 
tion of the dissemination of infectious diseases through waste products. Sanitary engi- 
a tae everywhere are agreed that it is the most satisfactory aid to sanitation now in ex- 
stence. 


BOARD OF HEALTH has adopted the 
McCall Incinerator where absolute sanitation is desired. 


THE UNITED STATES ARMY has officially adopted this machine 


as a part of camp equipment. 


Send For Descriptive Booklet 


McCall Incinerator Company of North Amer 


NASHVILLE, TENNESSEE 
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DR. BOARD’S SANATORIUM 


LOUISVILLE, KENTUCKY 


A quiet, homelike institution for the treatment of mental and nervous diseases, drug and liquor 
habits. Conveniently located on Sixth Street just opposite Central Park. Grounds shady and at- ‘ 
tractive, building a model private hospital, treatment as applicable to each individual patient; 
nursing intelligent and tactful. 

Terms: 20 to 35 dollars per week, special rates to physicians, ministers and chronic cases. 

References: The medical profession of Kentucky. 


DR. MILTON BOARD, 1412 Sixth St., Louisville, Ky. 


BENNETT MEDICAL COLLEGE 


Regular, fully recognized. Summer Semester begins June 1; ends September 21. Full course: 
Lectures, Quizzes, Laboratories, Summer Clinics. Employment secured for worthy students outside 
of class hours to aid in defraying expenses. 


WILLIAM F. WAUGH, A.M., M.D., Dean, 1360 Fulton St., Chicago, lil. 


UNIVERSITY OF VIRGINIA 


Medical Department + Charlottesville, Va. 


The Entrance Requirements are the completion of a four-year high school course, and, in 
eee. Ne year of recognized college work in Chemistry, Biology, and either Physics, German 
or French. 

The Prominent Features of the course are extensive laboratory instruction in the fundamental 
medical sciences, and thorough practical training in the University Hospital, where students have 
many of the advantages usually granted only to internes. 

For catalogue address 


HOWARD WINSTON, Registrar. j 


RED GEM 

— GHLIN 
2 DETROIT, MICH. U.S.A. 
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The DeMoville | - 


Surgical Department 


Under the Management of an Experienced Instrument Man 


We wish to announce to the profession that we are now in position to 
furnish you anything you may need in the instrument line on short notice. 
We carry a well assorted stock of instruments, dressings, hospital supplies, 
elastic stockings, abdominal supports, trusses, crutches, and, in fact, any- 
thing in this line. We carry only dependable goods. We are agents for the 
Kuy-Scheerer Co., Koch & Co., Becton, Dickinson & Co., Randall-Faich- 
ney Co., Bausch & Lomb Opt. Co., Victor Electric Co., The Electro Surgical 
Instrument Co., also other standard makers. We are in a position to furnish 
bids on hospital supplies and laboratory outfits of any size, and would be 
pleased to quote prices. 


This department is under the supervision of our Mr. Jos. Taylor, who 
would be pleased to call on you at any time to furnish any information. you 
might desire or to answer any inquiries by mail or phone. 


4 


We respectfully invite you to inspect our stock. Make our store head- 
quarters. 


Out of town doctors are cordially invited to call on us for any infor- 


mation in person or otherwise. 


We furnish graduated nurses any hour of the day or night; also Biolog- 
ical Products. 


DeMoville Drug Co. 


COR. CHURCH AND CHERRY 
NASHVILLE, TENNESSEE 


Open Night and Day _ Phones: Main 65-66 
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SOUTHERN MEDICAL JOURNAL 


150 FOURTH AVE., NORTH - - NASHVILLE, TENNESSEE 
EDITORIAL STAFF 


W. A. Bryan, M.D. { 


J. M. Kine, M. D... ] Managing Editors 


Duncan Eve, M.D. L. E. Burcu, M.D. 

S. S. Crockett, M.D. Hitxi1arp Woop, M.D. 
A. B. Cooke, M.D. Geo. H. Price, M.D. 
Wyy. Litterer, M.D. Perry M.D. 
O. H. Witson, M.D. Geo. C. Trawick, M.D. 


M. M. Cuttom, M.D. 


Assisted by forty collaborators and about one hundred regular contributors among the lead- 
ing physicians of the twelve Southern States. 


THE REGULATION OF MANUSCRIPTS 
All manuscripts must be type-written on one side of the ne only. 
Each issue of the Journal will be copyrighted. 


All manuscripts submitted to this Journal will be considered only on the condition that 
they will not appear in any other journal until after they have been published in this Jour- 


nal. 
It is desired that all articles close with a summary and that the bibliography be given. 
Good illustrations are desired; the authors to furnish satisfactory photographs and draw- 
ings. 
All manuscripts must be in the hands of the editors by the tenth of the month preceding 
the date of. issue in which they are to appear. 
All manuscripts must be passed on by the Department Editors, and final action taken 


by the staff in open session. 
The return of manuscripts, photographs and drawings, used or not used, will not be 
guaranteed, but reasonable care will be taken of them. and when requested will be returned. 
All manuscripts and communications should be addressed to the SouTHERN MEDICAL 


Journat, No. 150 Fourth Ave., N., Nashville, Tenn. 


REPRINTS 


Reprints will be furnished at a uniform schedule of price to all, in magazine or octavo 
size. Prices and full information funrished with galley proof or on request. 
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OVER 7,000 ALUMNI 


UNIVERSITY OF NASHVILLE 


(FOUNDED 1850) 


AND THE 


UNIVERSITY OF TENNESSEE 


(FOUNDED 1876) 


AMALGAMATED AND ENDOWED 1909 


NEXT SESSION OPENS SEPT., 1910 


E. F. TURNER, REGISTRAR, 631 2nd Ave., S. 


The Attleboro Sanitarium 


For the summer months, Doctor, there is no better place to send your patients for recupera- 
tion than cool, picturesque, historic old New England. There is no better place in New England 
than the Attleboro Sanitarium. Built and conducted with especial reference to the care and com- 
fort of invalids. Fitted with every scientific appliance for the successful treatment of chronic 
cases. Hydrotherapy, Electrotherapy, Mechanotherapy, Phototherapy, Massage, Gymnastics, rest, 
carefully arranged dietary. Experienced staff of physicians and nurses from the Battle Creek 
(Mich.) Sanitarium. The largest and best equipped institution of the kind in New England. A 
large illustrated circular free on request. Address 


The Attleboro Sanitarium 


ATTLEBORO, MASS. Or C. C. NICOLA, M.D’, Supt. 
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The Doctor’s Business Book 


The Very Thing You Need to Keep Your 


Accounts and Records Straight. Carry 
It in Your Pocket and Save Hundreds 
of Dollars and Days of Your Time. 


WE ALMOST GIVE IT TO YOU! 


This book is without a doubt the most complete and at the same time simple and thoroughly 
efficient account book that has ever been devised. Furthermore, it is absolutely legal and can be 
presented in any court of justice. It does not make use of any hieroglyphics, but everything is entered 
in plain language, and anybody can understand it. 

The book contains 24 pages of business instructions for physicians, which have been found very 
useful and correct in a long and varied practice, under the headings of Importance of a due bill, Fees, 
Billing and Collecting, Cautions, Statute of Limitations, Form for Wills, Dying Declarations, Saving and 
Investing, Instant Treatment of Poisoning, etc. It also contains an average fee bill which has been 
found to work out correctly in practice. 


The book contains 216 pages for accounts, of which eight pages are devoted to alphabetical index, 146 
pages are devoted to regular accounts, 32 pages to short accounts, 24 pages to cash accounts, and 8 
pages to birth, death, and vaccination records. 

It has the advantage that entries can be made in a fraction of a minute, right upon the spot, thus 
insuring that none will be omitted on account of procrastination. The book being always in the physi- 
cian’s pocket, it is always up to date, never requiring any posting, and when he meets a debtor on the road 
who inquires about his account, he can inform him at a moment’s notice and thus collect what the debtor 
has to pay at that time, instead of putting off an answer until some convenient season and thus missing 
that payment. 

This book is so convenient, useful and legal that an eminent Philadelphia judge, who has tried hun- 
dreds of cases in which physicians’ accounts were involved, has stated that “In the light of my recent ex- 
amination of the law, I can say that the form of book which you have gotten together is as convenient 
and accurate as could well be devised.” 


The book is bound in full leather and contains 240 pages altogether. 


THIS BOOK AND A YEAR’S SUBSCRIPTION TO THE SOUTHERN MEDICAL 
JOURNAL ONLY $2.50. THE PRICE OF THE JOURNAL ALONE IS $2.00. 


SOUTHERN MEDICAL JOURNAL, 
Nashville, Tenn.” 


I enclosed $2.50 for a year’s subscription and a copy of the Doctor’s Business Book, delivered by 
mail prepaid. 


SPECIAL—Send $4.00 For Two Years’ Subscription and We Will Send You the Book Absolutely Free. 


2 


| 

. 


ty 


SOUTHERN MEDICAL JOURNAL 


AN OPEN LETTER. 


TO THE MEDICAL PROFESSION: 


It is the one great desire and object of this Journal 
to render to the profession of the South as much valuable 
service as it possibly can. The way to accomplish this is 
through original articles, reports of cases and abstracts. 


The Journal wishes to emphasize the fact with reference 


‘to original articles that it will spare no means on its part 


to present in the very best form any article it may publish. 
It will cheerfully prepare plates of illustrations, and 
really, it urges writers to illustrate articles by photo- 
graphs or drawings. Illustration clears up the subject 
matter and renders it of greater value. Southern writers 
are urged to send their work to this Journal. Much valuable 
and useful information would be given if unusual and in- 
teresting cases were reported. 

It, therefore, requests the profession, especially 
those interested in improving the practice of medicine, to 
send the Journal original articles on subjects of their 
own choice and also reports of cases which contain an ele- 
ment of instruction. A wide support of this kind has come 
from the entire profession of the South, and the Journal 
solicits such continued support as will insure maintenance 
of its high standard in medical literature. 


Respectfully, 
SOUTHERN MEDICAL JOURNAL. 
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is a powerful,non-toxic antiseptic. 
pat Fett g It is a saturated solution of boric 
acid, reinforced by the antiseptic properties of ozoniferous 
oils. It is unirritating, even when applied to the most 
delicate tissue. It does not coagulate serous albumen. 
It is particularly useful in the treatment of abnormal con- 
ditions of the mucosa, and admirably suited for a wash, 
gargle or douche in catarrhal conditions of the noseand throat. 

There is no possibility of poisonous effect through the |e 
absorption vf Listerine. 


Listerine Dermatic Soap is a bland, unirritating and remarkably efficient soap. 

The important function which the skin performs in the maintenance of the persona! health 
may easily be impaired by the use of an impure soap, or by one containing insoluble matter 
which tends to close the pores of the skin, and thus defeats the object of the emunctories; indeed, 
skin diseases may be induced, and existing disease greatly aggravated by the use of an impure 
or irritating soap. When it is to be used in cleansing a cutaneous surface affected by disease. 
it is doubly important that a pure soap be selected, hence Listerine Dermatic Soap will prove an 
effective adjuvant in the general treatment prescribed for the relief of various cutaneous diseases. 


“The Inhibitory Action Listerine, a 128-page pamphlet A 


descriptive of the ing its atility in medical, 
surgical and dental practice, = be had apon — to the 
manafacturers, Lambert Pharmacal Co., Saint Louis, Missouri, 
bat the best advertisement of Listerine is... eee 


DRS. PETTEY & WALLACE’S SANITARIUM 


For the Treatment of Alcohol and Drug Addiction, Mental and Nervous Diseases. 
958 South 4th Street . Memphis, Tennessee 


A quiet, home-like institution, large, shady grounds, retired location, new building, 
new and complete equipment, rooms en suite or single, private bath. Artesian water, 
steam heat, electric light. Improved bell system. An abundance of hot water at all hours. 
Every convenience for use of electro and hydro-therapy, message, etc. Resident physician 
and trained nurses. 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA A thoroughly equipped institu- 4 
tion for the scientific treatment 
of tuberculosis. High class ac- 
commodations. Ideal all-year- 
round climate. Surrounded by 
orange groves and beautiful 
mountain scenery. Forty-five 
minutes from Los Angeles. F. 
M. Pottenger, A.M., M.D., LL.D., 
Medical Director. J. E. Pot- 
tenger, A.B. M.D., Assistant 
Medical Director and Chief of 
Laboratory. For particulars 
address: 

POTTENGER SANATORIUM, 

Monrovia, Cal. 

Los Angeles office: 1202-3 
Union Trust Bldg., cor. Fourth 
and Spring Streets. 
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THE DIAGNOSIS OF SURGICAL LESIONS OF THE KIDNEY, WITH ESPECIAL 
REFERENCE TO THE X-RAY AND THE CYSTOSCOPE* 


By LOUIS FRANK, M. D. 
Louisville, Ky. 


Although the diagnosis of the character of 
new growths in the kidney may be impossible 
before operation, the recognition of a surgical 
lesion and of the surgical indication are not 
as a rule attended with great difficulty pro- 
vided a thorough, painstaking and complete 
examination of the individual is made. The 
delay in offering aid to such patients as have 
come under my own observation has led me 
to believe that surgical conditions present in 
the kidney are frequently overlooked for a 
long time. In the presence of such unmistak- 
ing symptoms as renal colic I have known this 
repeatedly to have been the case. The phy- 
sician in charge, as a rule, has contented him- 
self with giving relief by morphine, and, sat- 
isfied with the subsidence of the colic, has 
neither urged the patient nor exercised him- 
self further to ascertain the cause, nor to dis- 
cover whether the conditions bringing about 
the colic had been removed or the colic likely 
to return. 

We believe that this indifference has 
grown up On account of the seeming difficul- 
ties in making a thorough investigation as to 
the cause of those symptoms which present 
themselves in connection with the internal uri- 
nary organs. It is also due to the fact that 
physical signs as they are ordinarily ascer- 
tained do not enable us to differentiate be- 
tween the various lesions of the kidney that 
give rise to similar manifestations. 

Early diagnosis is probably more important 


in connection with pathological processes in 
the kidney than in almost any other organ 
and in those diseases which I shall discuss, 
viz.: pyelonephritis, calculus, tuberculosis and 
new growths, it is imperative that an early 
diagnosis be made. 

Though frequently giving ample warning 
to the observant, not only of their existence 
but also of their progress, these diseases in 
the kidney are very insidious in their develop- 
ment. The result is that the damage takes 
place so gradually that many of these patients 
are in an-inoperable condition from the 
standpoint of cure. They must be subjected 
to the loss of an organ whose fellow is crip- 
pled to such an extent that it is unable to 
carry out the work of two, thus causing a 
primary operative mortality. This is strik- 
ingly true of new growths and of tuberculous 
disease. I need but call the attention of my 
surgical confreres to the clinical history and 
picture of the renal tuberculous who may 
come for operation. My observations have 
been that most of these patients have had a~ 
very prolonged period of treatment for 
cystitis or some other bladder disease and 
that in the majority of them an extensive 
tuberculosis of the bladder has been estab- 
lished. As a matter of fact, relief has been 
sought for the vesical symptoms without there 
having been a suspicion even of renal involve- 
ment. With our present means of examina- 
tion of the bladder by direct visual inspection 


*Read at the Mississippi Valley Medical Society, at Detroit, Mich., September 12-15, 1910 
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and with such other accurate aid for making 
diagnosis there is little excuse to-day for 
such error, 


There is much truth in the vagueness of 
the complaint of those suffering from certai.. 
forms of renal lesions, and there is no history, 
no matter how accurate, which will always 
cause this to vanish. It must be recognized 
that even with instruments of precision our 
diagnosis may at times be exceedingly dif- 
ficult or so obscure as to render accuracy im- 
possible, but then this is true of other intra- 
abdominal diseases, and we believe that it may 
be truly said of surgical kidney diseases as it 
has been said of gall stomes—that they are 
not found because they are not searched for. 
It is also recognized that grave disease may 
exist and be absolutely quiescent so far as any 
sign is concerned which may even lead to a 
suspicion of its presence or demand an ex- 
amination of any kind. 

Many of the quiescent conditions, however, 
would be recognized were a fixed rule made 
of extending the examination with equal care 
to both kidneys in the presence of symptoms 
referable to one only. Bilateral disease is so 
frequent that this should never be neglected, 
particularly in the presence of calculus. On 
account of failure to do this I have upon 
one occasion done a nephrotomy upon the pre- 
sumption of stone which did not, however, 
materialize at operation, but was found a few 
weeks later by the radiograph in the unsus- 
pected kidney from which I recovered it by 
operation. In this case the clinical signs all 
pointed to the calculus free organ. Catheter 
examination of the ureters showed two ap- 
parently normally functionating kidneys, but 
the clinical signs pointed so clearly to the 
first kidney operated upon that the operation 
was done without X-ray confirmation. 


Notwithstanding the inability possibly to 
diagnose from the clinical history alone, the 
radiograph and the other means and methods 
of accuracy must always be considered with 
the history and every effort should be made to 
bring out this history by careful questioning, 
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and much care must also be exercised by the 
interpretation that is placed upon it. The 
age of the patient; the manner of onset of the 
complaint; its duration or recurrence; the 
character, location and duration of pain; its 
manner of subsidence; the presence, or forma- 
temperature until the kidney has evacuated 
itself, and a further history of an intermittent 
tumor, 

Physical Examination—Some authorities 
claim that one is able in a very thin subject 
to palpate a large sized calculus. Although 
we have removed some good sized calculi we 
have never been able to palpate a stone in the 
kidney. On the contrary we have found this 
a difficult procedure at times when the kidney 
was delivered out of the body though the 
nephrotomy revealed stones which had been 
positively shown previously by the X-ray. 

A tumor may be present either in inter- 
mittent obstruction or in an obstruction which 
has been intermittent and has become perma- 
nent. An obstruction which is complete from 
the beginning will show no tumor. This is 
due to the fact that the blood pressure is soon 
overcome and atrophy of the kidney takes 
place. For tumor formation an obstruction 
must have been a gradual one so as to permit 
gradual dilation of the pelvis of the kidney 
without completely overcoming the circula- 
tion to the organ, or it must result from a co- 
incident pyelo-nephritis. 

We have, however, at hand means for phys- 
ical examination which even in the presence 
of even very obscuré symptoms will render 
the diagnosis in most all cases practically cer- 
tain. There are the cystoscope and the radio- 
graph. 

The cystoscopic examination frequently 
shows a swollen ureteral orifice. The passage 
of the ureteral catheter will at once reveal 
from which kidney the blood or pus in the 
urine is coming. The passage of a wax-tipped 
catheter will in most cases reveal by the 
scratches on it whether or not a stone is pres- 
ent. The cystoscope, however, is*not nearly 
so avluable an aid as the Roentgen ray. It 
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does reveal whether or not one kidney alone 
is involved, or whether or not a kidney has 
ceased to functionate. Though secondary in 
value in the diagnosis of renal calculus to the 
X-ray and to the clinical history, the cysto- 
scope should always be employed previously 
to operation as an aid in ascertaining which 
is the diseased kidney and the condition of the 
other kidney in regard to the character and 
condition of its excretions. 

Roentgen Rays—As a confirmatory diag- 
nostic means the greatest value of the radio- 


graph is in connection with renal calculi. If 
we except those stones of pure uric acid com- 
position which may cast no shadow, or a very 
slight one, we may say that practically all 
cases of renal or ureteral calculi are sus- 
ceptible of diagnosis by its aid. The positive 
results in the hands of good radiographers 
are to-day so uniform that any operation done 
upon the kidney for a surgical lesion which 
has presented any of the symptoms either 
singly or combined which we have mentioned 
above must be considered purely exploratory 
in its character if the X-ray has not been used. 
It has simplified to a very marked degree the 
diagnosis of renal calculi and has enabled us 
to express a positive opinion which heretofore 
must have been in many instances tentative. 
Firstly, because as indicated, many renal and 
ureteral affections simulate stone in their 
symptomatology, and secondly for the rea- 
sons which have already been stated—stones 
may be for a long time masked and either 
give rise to no symptoms whatever or cause 
symptoms -referred to other organs. Until 
the X-ray was instituted as an aid to diagnosis 
stones were not infrequently overlooked in 
operations even since Morris so earnestly and 
persistently advocated nephrotomy as a ‘sub- 
stitute for needling the kidney under sus- 
picion. It is not my intent nor my purpose 
to discuss the technique of radiography, but 
I cannot pass.the subject over without calling 
attention to a few very essential details. No 
diagnostic radiogram can be of greatest value 


unless it shows both kidneys, including both 
ureters and the bladder. 

The patient must be properly prepared by 
thorough purgation and a 24-hour liquid diet 
preceding the exposure. 

A compression tube should always be used. 

Every positive radiograph should be 
checked by a picture taken 24 hours after 
first exposure. ; 

The plates should be devoid of imperfec- ° 
tions, 

If there is the least doubt as to the loca- 
tion of the shadow other than in the body or 
pelvis of the kidney, the ureters should be in- 
jected with a 10 per cent collargal solution 
or a solution of collodial silver oxide, or a lead 
stylet should be introduced into the ureters 
through the catheter before the check picture 
is taken. Not infrequently suspected ureteral 
calculi may prove to lie outside the ureters. 
It should be remembered in this connection 
that phleboliths, fecal concretions, and en- 
teroliths in the vermiform appendix are very 
frequently sources of error. Calcified lymph 
glands may also be a cause for mistake. Fail- 
ure to carry out this check method has in one 
instance led me to operate for a ureteral cal- 
culus which proved to be a phlebolith in the 
illiac vein. 

Lastly, the plate should always be studied 
in a “diagnostic box.” Prints from the plates 
are not nearly so valuable, nor their inter- 
pretation nearly so reliable as the negative. 

Renal Tuberculosis—As stated earlier in 
my paper, most cases of renal tuberculosis 
come under observation with a ready-made 
diagnosis of inflammation of the bladder. In 
other words, the symptoms are those of vesical 
irritation and of a vesical lesion. These pa- 
tients are not infrequently passing urine in 
large quantities with blood and pus, and have 
for a long time been upon urinary sedatives. 
Their bladders have been irrigated and various 
other means have been employed to relieve 
tion, or disappearance of a mass with the 
rapidity of its growth; the physical charac- 
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teristics of the urine before, during or after 
the attacks or the complaint are the principal 
data to be considered. Deaver says that “it is 
not amiss therefore to call attention to the 
fact that all data can only be applied in the 
individual case and interpreted in their true 
relation by one versed in the phenomena of 
disease in both its usual and unusual form.” 
We must, however, insist that “instruments 
of precision and mechanical aids” are the only 
means enabling us to make a positive diag- 
nosis in kidney affections in the vast ma- 
jority of cases before operation. The lack of 
pathognomonic signs, the misleading symp- 
toms as to which organ is affected, the sim- 
ilarity of complaint with most dissimilar pa- 
thology, and the absolute necessity in contem- 
plated nephrectomy for positive demonstra- 
tion of one functionating organ, the possibility 
also of. a single kidney, all of these render 
some precise means of examination impera- 
tive. Information of this character cannot be 
obtained by any clinical history or physical 
examination be it ever so thorough, be #t ever 
so careful, unless use be made of the afcre- 
said methods. Thus we therefore find that 
renal surgery has received new impetus, its 
scope has been much widened through tlie 
introduction and _ intelligent use of the 
Roentgen rays and cystoscopy with ureteral 
catherization. 

The predominate signs of most renal af- 
fections of a surgical character ate: pain, 
hemorrhage, urinary disturbance and tumor. 
One or more may be absent, or they may all 
be present in any given case. Any one of 
them is sufficient to center the attention upon 
the urinary tract and to bear in mind the 
possibility of its origin being of renal char- 
acter. 

In renal calculus pain is in all probability 
. the first symptom which the patient remarks, 
and to him it is always the predominating 
symptom. It should, however, be remem- 
bered that a small stone may form and pass 
through the ureter into the kidney, or even 
through the urethra without causing any dis- 


turbance. Again, the calculus may remain 
quiescent in the kidney for years without pro- 
ducing any symptoms which the patient will 
notice, or without causing him to complain 
in any way. Further it should be borne in 
mind that these unsuspected calculi may cause 
marked symptoms transferred to other organs, 
as the bladder, ovary, testicle, appendix, or, 
as in my own case, to the other kidney. In 
those calculi which do cause trouble the pain 
known as renal colic is probably the most 
familiar and the most marked of all symptoms. 


_I have, however, known such colic to be mis- 


taken for an appendicial colic, and conversely 
appendicial pain may at times be mistaken for 
renal colic, a further indication for the neces- 
sity of X-ray examination in every case of 
suspected renal calculus no matter how strong- 
ly suspected and in every case where calculus 
might be considered as a disease to be dif- 
ferentiated. 

In addition to colic, renal pain which may 
be referred to the loin, over the front of the 
abdomen, or down into the groin is one of the 
commonest symptoms. The severity of this 
pain differs greatly in different individuals. 
It is increased upon active movement, by run- 
ning or walking, though it may be of such 
agonizing severity as to arouse a patient from 
sleep without any known cause for its ex- 
acerbation. Reno-vesical, reno-ovarian and 
reno-uterine, and even reno-renal reflex pain 
have been described. Gastro-intestinal pains 
are not uncommon, and it has not been infre- 
quent that we have met with patients with 
predominating gastro-intestinal svmptoms re- 
lieved by operation upon the kidney. While 
this has been most often true in the movable 
kidney, such observations have also been made 
in the presence of renal calculi. 

Hematuria—The amount of bleeding is 
variable. The quantity and frequency does 
not depend on the number of stones, their 
size or their shape. I have seen very large 
branched calculi without practically any blood 
discernible to the naked eye. I have seen 
medium sized stones without any hemorrhage, 
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whereas, on the other hand, in our last cal- 
culus case profuse hemorrhage of six months’ 
duration was the only symptom of which the 
patient ever complained. It is needless to say 
that in this case a positive diagnbsis was made 
only by means of the radiograph. The clin- 
ical symptoms and such other evidence as 
we were able to ascertain before taking the 
picture all pointed to a probable renal growth. 
Blood in microscopic quantities occurring 


either intermittently or more or less con-. 


tinuously is a fairly constant sign of cal- 
culus. The sign becomes much more valuable 
if the microscope shows in addition to blood 
the presence of pus cells. 

Pyuria—Pus is present in very many cases 
of renal calculus, and while at times it may 
be evident microscopically, it is very often in 
microscopic quantities. In other words, 
pyelitis, on account of the irritation produced 
by the stone, is a more or less constant sign 
in these cases. Occasionally it is the earliest 
symptom. 

The microscope will also show various 
crystalline elements which are analogous in 
character to the chemical constituents of the 
offending stone. 

The urine, notwithstanding the presence 
of pus, is, unless there is obstruction and de- 
composition in the pelvis of the kidney, acid 
in character. Should there have been obstruc- 


. tion the urine may contain pus in large quan- 


tities intermittently and may be neutral or 
alkaline in reaction. In these latter instances 
there is frequently a history of a chill with 
the bladder condition. It is a well-known fact 
that in the early stages of renal tuberculosis 
the trouble is manifested mainly or entirely 
through the bladder symptoms; hence this 
frequent mistake. These symptoms are not 
necessarily due to any specific lesion in the 
bladder itself. Careful inquiry into the history 
will bring out the fact that these patients 
have suffered more or less at times from pain 
refe-rable to the kidney. Occasionally palpa- 
tion will show rigidity of the muscles, tender- 
ness and some enlargement in the renal region. 


These, however, are not sufficient grounds 
upon which to base a diagnosis, which can 
only be positively made by a cystoscopic xe- 
amination. Hence we will consider only cysto- 
scopic findings. 

It was formerly believed that the kidney 
was involved secondarily in the tuberculous 
process. This has been shown not to be true. 
It has been demonstrated that the kidney is 
always the primary focus of infection, as 
shown by Fardol, in 1886, and Coyla, in 1887, 
and the infection of the kidney is practically 
always haematogenous. It is true that genital 
tuberculosis may co-exist, in which the. bac- 
teria have been transmitted to the associated 
infected organs through the blood or the ex- 
ccretory channels. Primary tuberculosis of 
the bladder is an extremely rare disease. In 
Kelly’s cases there was only one instance of 
tuberculosis of the bladder unassociated with 
tuberculosis of other organs, and Walker 
cites, as the only exception to secondary tuber- 
culosis of the bladder, a case reported by Sex- 
torpa, who found only a single instance in 
10,016 general autopsies in which the lesions 
existed primarily in the bladder. He says, 
“while primary tuberculosis of the bladder is a 
possibility, for practical surgical considerations 
its existence may be disregarded.” Walker 
found that the kidney seemed to be first im- 
plicated in 184 cases out of 279, thus showing 
the great relative frequency of the disease 
originating primarily in the kidney as com- 
pared with other genito-urinary organs. 

In these protracted cases then of supposed 
cystitis, renal tuberculosis should always be 
suspected. Herein lies the value of the 
cystoscopic examination and in the appear- 
ance of the bladder under such examination 
it is comparatively an easy matter to ascertain 
which kidney contains the primary focus of in- 
fection. It is not necessary in all cases to - 
subject the patient to ureteral catherization, 
though to this there can be no real objection. 
All observers are agreed that the supposed 
danger of carrying infection into the ureter 
or into the kidney by such an examination is 
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more fanciful than real. Sherrill says that, 
“while the question of advisability of catheter- 
izing the ureter in these cases is one worthy 
of consideration * * * * * experiments 
seem to show that disease of the ureter only 
follows infection where an obstruction exists 
below ; that when the bladder is not extensive- 
ly diseased, catheterization of the ureter is 
justifiable and a means of diagnosis without 
an equal. Moreover, by its use the activity 
and usefulness of the other kidney can be de- 
termined more satisfactorily than by any other 
means, and that when the diagnosis of tuber- 
culosis is made, the condition of the other 
kidney must be determined, both as to disease 
and as to officiency. The most satisfactory 
method offered is by ureteral catheterization.” 

Walker further says, in his article on tuber- 
culosis of the bladder, in the Annals of 
Surgery, as indicating the importance of 
cystoscopic examination, that “there 1s no 
sign or symptom, nor is there a detinite symp- 
tom complex which indubitably proves the 
presence of tuberculosis of the bladder; direct 
inspection can only justify an absolute diag- 
nosis. The same frequent and _ painful 
micturition, and the general bladder distress 
which accompanies tuberculosis of that organ 
are also produced, to nearly the same degree 
of intensity, by tuberculosis of the kidney, and 
almost the same symptomatic picture is pre- 
sented by certain cases of tuberculosis of the 
prostate.” There is absolutely no symptoms, 
nor class of symptoms, nor is there any means 
of fixing the tuberculous kidney upon one side 
or the other, nor of fixing the lesion in the 
kidney except by means of a direct examina- 
tion through the cystoscope. As a matter of 
fact, the kidney enlargement and pain may be 
wholly upon the normal side. 

Barringer, in his summary of the value of 
‘the cystoscope in tuberculosis of the kidney, 
says that we can always tell which kidney is 
infected, that we can determine the extent of 
the lesion, and that, in some cases, the diag- 
nosis may be made by the cystoscope alone. 
This latter point is of very great value when 
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we bear in mind the difficulty, and, in fact, 
the inability at times to demonstrate, either 
by microscopical examination or by bacteri- 
ologic tests the presence of tubercle bacilli in 
the urine. In using the cystoscope, however, 
one should bear in mind the clinical history, 
which is one of polyuria, dysuria and haema- 
turia, in addition to those symptoms above 
named as present upon physical examination. 
Polyuria alone, occurring in the young, should 
arouse suspicion and in the absence of some 
definite cause which can be readily and early 
made out would be a justification for cys- 
toscopy. 

In connection with cystoscopy I wish to say 
a few words as to its technique and as to the 


instruments to be used. My own practice in 
the past ten or twelve years has been to use 
in both male and female the straight tube. 
We have developed the straight female cysto- 
scope and the technique of Kelly in its appli- 
cation to the male cystoscope, so that at pres- 
ent, and, in fact, for some time past, we have 
been using in the male what may be termed 
an elongated Kelly cystoscope, to which we 
have adapted a light carrier. The patient 
may be cystoscoped in either the knee-chest 
position, or, what we much prefer, with the 
body in the exaggerated lithotomy position 
and in the Trendelenberg posture. We have 
made use entirely of air distention, and have 
found that it is not only harmless but that in 
cases where there is hemorrhage into the 
bladder, or where there is a very large amount 
of pus discharged from the ureters, either of 
which (blood or pus) would render a dis- 
tending fluid such as water too turbid for ex- 
amination, there is absolutely no interference 
with the vision of the bladder or of the ureters. 
When it is intended to use ureteral catheters 
this is readily accomplished through such a 
straight tube, and there has never been the 
least difficulty in carrying out this operation. 
There is no collar or other window in this in- 
strument to serve the purpose of retaining air 
in the bladder, as this is done through the 
posture and atmospheric pressure. The in- 
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strument, we may say in passing, is readily 
used as an operating cystoscope for the re- 
moval of foreign bodies or small calculi, or 
for direct contact upon small growths within 
the bladder, or for operations upon the lower 
ends of the ureters, such as the division of 
strictures at the orifice, or for the removal of 
calculi lying very low down. 

The discomfort from the use of this instru- 
ment is not greater than for the ordinary 
cystoscope with which we are all familiar, 
and to me its simplicity and the great ease 
with which it may be used have been a very 
great comfort. 

I might also add that the price of this in- 
strument is such that one may have a num- 
ber of different sizes without going to any 
great expense, and that cystoscopy of the 
male with this straight tube is as simple and 
easy as is cystoscopy of the female with the 
Kelly instrument. 

New Growths—Kelynack says, “Early diag- 
nosis is essential for successful operative in- 
terference, and yet diagnosis is often exceed- 
ingly difficult; renal tumors are among the 
most difficult of abdominal enlargements to 
diagnose correctly. They certainly are the 
cause of many errors.” The presence of 
tumor is very significant as indicating that the 
growth has existed for such a time as to ren- 
der it either irremovable in toto or as to have 
permitted such metastases that early recur- 
rence will be the rule. Our endeavor should 
be to make a diagnosis before tumor forma- 
tion, but here again we are confronted with 
the absence of symptoms in occasional in- 
stances until the mass has attained such size 
or the disease existed so long as to be inoper- 
able. 

The predominate sign here, as in other 
surgical lesions of the kidney, are haematuria, 
pain and urinary disturbances. 

Haematuria—Appears only in about 50 per 
cent of the cases, some series showing a larger 
percentage than this and others showing a 
decidedly smaller. It is a rule, however, that 
haematuria is present some time during the 
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history of the growth, but it is seldom pres- 
ent before tumor is detected. 

Pain—This is usually a symptom that is of 
little value, except that it may be the first 
indication to the patient that something is 
wrong and bring him to examination. 

In children in whom renal growths occur in 
relatively great frequency pain is often ab- 
sent, 

The pain is usually not severe at first, 
and unless there has been hemorrhage with 
formation of a clot in the pelvis of the kidney 
or ureter it is never colicky in character. Un- 
like pain due to calculi, it remains located in 
the lumbar region, or when radiating does not 
pass down into the groin and testicle as is so 
common with stone, but radiates upward in 
the abdomen and into the inter-costal region. 
Movement and exercise seem to have little 
effect upon it, though as a result of these, if 
haematuria is present, it may be greatly in- 
creased. 

Urinary Disturbances—Early in the history 
of renal growths there is usually a history of 
polyuria. Occasionally the quantity of urine 
will be diminished, and we have known of a 
case of extensive carcinoma of the kidney 
secondary to carcinoma of the lung in which 
the secretion of urine had entirely ceased. 
Microscopic examination may show the pres- 
ence of blood, or very rarely a small portion 
of tissue may be detected by the microscope 
in the urine. If such a portion of tissue finds 
its way into or through the ureteral catheter, 
diagnosis at once becomes positive. This 
would indicate the great value occasionally of 
ureteral catherization in suspected cases of 
renal growth and the necessity for it in all 
such instances. 

Recently Braasch has shown that by in- 
jection of colloidal silver oxide into the pelvis 
of the kidney it is possible by alteration in the 
shape of the kidney pelvis to make a diagnosis 
of renal growth, and he has been able to do 
this in several reported cases. 

As a matter of fact there are no positive 
signs which are present early in these cases. 
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The urinary changes as ascertained through 
the ureteral catheter would be positive were 
they always present. In addition to this, 
varicocele is said to be an early sign, but un- 
rortunately it is rarely present. 

Many patients with renal growths have been 
suddenly stricken with localized pain, in- 
crease in the size of tumor, haematuria, fever 
and chills, followed by death without the 
slightest premonitory sign of the presence of 
malignant disease of the kidney. 

Occasionally a good skiagraph will show a 
very much enlarged kidney, which, with hae- 
maturia, will enable us to make the diagnosis, 
even though no tumor is palpable upon phy- 
sical examination. 

Renal growths must always early in their 
history remain among the obscure intra-ab- 
dominal diseases. We. would repeat, however, 
that at the first indication of urinary dis- 
turbance, or of pain located in the lumbar 
region more or less constant in character we 
should be awake to this possibility and sub- 
ject the patient, in addition to the usual 


physical examination, to a searching exam- 
ination by our mechanical and precise aids in 
diagnosis. 
400 The Atherton. 
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POST-RECTAL DERMOIDS. Case Report. 
By T. L. DRISCOLL, Ph.G., M.D., 
Cartersville, Ga. 


Aware that post-rectal dermoids constitute 
an unusual class of cases, I take the privi- 
lege of bringing before the reader a case in 
nowise different from the ordinary, yet in- 
teresting insofar as demonstrating the sur- 
prises met with in these peculiar cases. 

Case presented himself for examination 
complaining of a discharge that kept his 
trousers wet. Upon examination there was 
what I believed to be an uncomplicated case 
of fistula in ano, open external with a very 
profuse discharge of pus. Introduction of 
probe deferred until operation, because of the 
pain resulting from manipulation. However, 
when patient was anesthetised grooved direc- 


tor was introduced and carried opposite 
fourth sacral vertebra in median line, 
through a fistulous tract. 

Knife was introduced on director and after 
cutting for about an inch all resistance was 
lost and then our condition was found in the 
form of a dermoid which contained quite a 
handful of hair. 

Cyst and fistulous opening was curetted 
and sutured with results in two weeks. Our 
deductions will be drawn thus: We were 


dealing with a tumor of the post anal gut 
which had become inflamed and the fistulous 
opening represented the line through which 
the suppurating cyst discharged the pus. 


! 
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ACUTE ANTERIOR POLIOMYELITIS 
By A. W. HARRIS, M_D., 
Assistant Chair Nervous and Mental Diseases, Vanderbilt University, 


Our attention has recently been so forcibly 
attracted to acute anterior poliomyelitis that 
a review of the subject seems not inappro- 
priate. 

This disease has been known as a Clinical 
entity since 1840, when Heine so well de- 
scribed his cases; and Erb states that even as 
far back as 1784 cases were described by Un- 
derwood, which could have been nothing else. 
The epidemic nature of it was first shown by 
Colmer, who recorded a small epidemic in 
a Louisiana parish in 1841 (reported in 1843). 
Since then we have records of more than forty 
epidemics in this country and abroad, and a 
striking fact is they seem to grow more nu- 
merous and more severe. It is claimed by 
some that this is due to our more careful 
clinical observation and increased knowledge. 

Other reasons for calling your attention to 
this disease, if others are necessary, are that 
more than half the reported cases have come 
from this country, and the first recorded epi- 
demic was in our own section. 

‘Much new knowledge has been added to the 
etiology, and the etiological factors which 
earlier writers laid stress on have: been dis- 
carded in the main, and while some of them 
are still admitted to have a bearing on the 
development of the disease, none of them are 
indispensable. A few of these might be men- 
tioned—exposure to cold, teething, prolonged 
bathing, gastro-intestinal irritation, injuries 
or trauma, over-exertion and age. The last 
three are still claimed to be factors: in the 
report of the Nebraska epidemic of 1900. 
Shidler (A. M. A., January 22, 1910) says 
that over-exertion seemed to be a predisposing 
cause in the young adult threshermen. Some 
recent writers state that trauma is too firmly 
established, apparently in some cases too 
directly connected with the development of the 
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disease to be discarded. Lovett and Lucas, 
writing November 14, 1908 (A. M. A.), and 
reporting out of his collection (635) 31 cases 
with a clearly described accident or fall imme- 
diately precedinf the paralysis, or an interval- 
of only a few days intervening, says: “We 
do not consider that our cases, suggestive as 
they are, establish a traumatic origin of polio- 
myelitis, but that so large a number give a 
clear history of trauma preceding the paralysis 
we consider it worthy of serious consideration 
in formulating the etiology.” 

Acute anterior poliomyelitis was once 
thought to affect only very young children, 
hence the term infantile paralysis, and while 
it is true that the vast majority of cases do 
occur in individuals under five years, it does 
affect, especially in its epidemic type, young 
adults and even middle-aged people. The 
youngest authentic case was reported by Col- 
lins of an infant four days old, but some 
(Morton) used to explain congenital clubfoot 
on this basis. In reference to age and trauma, 
Starr says in his text-book that the frequency 
of its occurrence at about the age of learning 
to walk, and the most frequent location of the 
paralysis being in the legs, has led to the sup- 
position that there could be a functional hyper- 
emia of the lumbalr cord which might be an 
etiological factor. 

The condition of the hygienic surroundings 
seems to have no influence on its development 
nor does a previous bad state of health favor it 
in the epidemic cases, but sporadic cases have 
developed at the termination of many of the 
acute diseases, but the usual history is that 
the child was perfectly well before being 
affected. 

Another etiological factor, universally ad- 
mittted, is the season. It most frequently oc- 
curs in the warm months, especially August 


of. 


536 SOUTHERN 


and September, all epidemics either beginning 
or reaching their maximum intensity at this 
time. 

Climate seems to exert little influence on its 
development, since epidemics have been re- 
ported from both the North and the South. 

The infectious nature of this disease has 
long been suspected and almost proven; the 
age incidence, the seasonal exacerbation, the 
immunity from second attacks, the occurrence 
of epidemic and sporadic cases, the occurrence 
of more than one case in certain families, the 
occurrence of scattering cases immediately 
preceding and following an epidenic, and the 
clinical picture the disease presented were al- 
most enough evidence to prove it, and recently 
the experimental work on monkeys carried on 
by Flexner and Lewis at the Rockefeller In- 
stitute for Medical Research, has left little 
room for doubt. 

They began their work along this line in 
1907, but used the spinal fluid obtained from 
cases which were not fatal, and therefore 
got no results. In May, 1909, Landsteimer 
and Popper succeeded by peritoneal injection 
in infecting two monkeys with the emulcified 
cord from two fatal cases. In September of 
the same year Flexner and Lewis obtained 
the cords from two fatal cases and began a 
series of experiments on monkeys with start- 
lingly successful results. They have been 
unable to demonstrate a micro-organism, but 
have discovered a living so-called filterable 
virus which they have successfully carried 
through twenty-five generations in the mon- 
key and state that it has now attained such 
virulence that even minimal quantities inject- 
ed subdurally in monkeys will produce in 
from six to eight days almost invariably a 
paralysis the clinical picture of which is in- 
distinguishable from the human. 

By various tests, desiccation, filtration, gly- 
cerinization and freezing, it has proven a he- 
markably resistant virus; they have not been 
able to cultivate it outside of living tissues 
They have shown that at least one channel of 
its elimination (and also probably its en- 
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trance) is through the nasopharynx. They 
were led to this conclusion by the inflamma- 
tion seen there in their infected cases, and 
have produced paralysis with virus obtaincd 
from this macerated mucous membrane of 
a monkey dying on the fourth day of the 
disease. 

In this connection it might be of interest 
to mention a case seen in 1908, final age 2% 
years, gastro-intestinal irritation for two or 
three days with temperature followed by 
acute inflammation of the nasopharynx and 
tonsils, which on microscopic examination 
was declared streptococcic. About forty- 
eight hours after the discovery of the ton- 
silar infection paralysis was noticed, which 
was limited to the right lower extremity. 

They have found no evidence of the virus 
either in the urine or feces in monkeys with 
undoubted cases. They tried other channels 
of inoculation besides the cranium and have 
been successful in some instances in produc- 
ing the paralysis by inoculation in peritoneum, 
subarachnoid space, subcutis, in the sciatic 
nerve, and on the abraded mucous membrane 
of the nasopharynx. From last, however, is 
somewhat open to objection, since it has been 
claimed that it is almost equivalent to a sub- 
cutaneous inoculation. Leiner and Wiesner, 
of Vienna, have been successful in producing 
the disease by stomach inoculations and by 
the inhalation of an emulsion of the virus, 
thus showing that it may gain an entrance, 
both by the alimentary and respiratory tracts, 
at least in experimental cases. 

It -has long been observed that children 
rarely if ever were attacked a second time. 
A few cases are on record, but they are ex- 
ceptions. 

Flexner proved that there was in his mon- 
key expehiments a passive immunity, and in 
some cases produced an active immunity with 
the serum from some recovered cases which 
met all the requirements for such. It must Le 
remembered that all these experiments have 
been made on monkeys, and Flexner empha- 
sizes this point that experimental poliomye- 
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litis in monkeys is a far more seveie and 
fatal disease than epidemic poliomyelitis in 
human beings. 

Assuming that this virus is alive, and there 
is little doubt that it is, he (Flexner) calls 
attention to its minute size, being much more 
easily filterable than that of yellow fever, 
dengue or rabies; he also mentions its simi- 
_larity to that of rabies in its incubative period, 
some cases going as long as thirty days after 
inoculation. 


It is interesting to trace the history of 


our knowledge of the pathology. For many 
years it was thought that the only parts af- 
fected were the anterior horn cells of the 
cord. The first positive post-mortem findings 
were reported by Cornil in 1863. These were 
not cases which died from poliomyelitis, but 
old cured cases dying from other conditions, 
therefore only the permanent results were 
left for the pathological picture, and he con- 
cluded that it was a primary cell degenera- 
tion, and was supported in this by Charcot 
and others. In 1870 Roger and Damaschino, 
examining some fatal cases, added the fur- 
ther knowledge that it was in all probability 
inflammatory in origin. During all this time 
and until recently, however, it was thought 
to have a selective action for the cells in the 
anterior horns. From that time to the present 
many reports have been made, and with our 
improved methods and opportunities the 
areas involved have been found to be much 
greater than this. The heport of Horbitz and 
Sheel, of Norway (A. M. A., October 26. 
1907) has been selected as a reference as to 
our present knowledge of the pathology. 
Their report is based on seventeen autopsies 
of acute cases in the Norway epidemic of 
that year. All of their findings in these were 
essentially uniform, and they conclude that 
“in fatal cases of acute anterior poliomyelitis 
there is a diffuse acute inflammation of the 
entire cord with its pia-mater, the medulla 
pons, basal ganglia and often also the cortex 
to a greater or less extent always in connec- 
tion with a similar inflammation of the pia- 


mater.” In cases not fatal to polio but suc- 
cumbing to some complication during the 
attack, of which they had four, the patho- 
logical evidence, while not so great in ex- 
tent, was much greater than has been sup- 
posed. Besides the marked degeneration in the 
anterior horn cells, there was some evidence 
of inflammation in the vessel walls in the 
medulla, occasionally in the basal ganglia and 
in a few places in the cortex, and they con- 
clude that no sharp line shouid be drawn 
between the mild and severe cases. It can 
readily be seen from the above that a disease 
with such widespread pathology will give rise 
to many different symptoms and may show 
a varying clinical picture, and explains why 
some cases die from bulbar paralysis and 
why, early in the attack, some are so easily 
confounded with cerebro-spinal meningitis. 

As a natural consequence, after the in- 
flammation has subsided, and the cells have 
degenerated, the muscles supplied by them 
undergo a rapid atrophic change, the amount _ 
depending on the complete or incomplete de- 
generation and the number of cells destroyed. 
If the area is large, even the development of 
the bone may be interfered with. 

Most writers agree that the other organs 
of the body show no constant lesions aside 
from those incident to temperature and a gen- 
eral infection, and that there is a general 
infection can scarcely be doubted, since Flex- 
ner has shown that in the acute stages the 
virus is found in the blood, the cerebro-spinal 
fluid and the mesenteric lymph glands, and 
Levaditi and Landsteiner have found it in 
salivary glands. 

It has been recently suggested that since 


our knowledge of the pathology has increased, 
and we find it so much more extensive than 
was formerly taught, that the old name 
should be discarded. and a new one chosen, 
and numerous ones have been suggested; it 
should be borne in mind, however, that in 
most cases which recovered the effects left 
are directly traceable to destruction of the 
anterior horn cells, and these in all cases are 
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probably most severely affected. Granting 
this, we had best let the old name stand. 

Little will be said here of the symptoma- 
tology. Wickman, of Sweden, has practically 
rewritten this subject, describing eight types 
of the disease. Unfortunately, there is no 
English translation of this work and not 
much has been added to our literature. Its 
incubative period in human beings is un- 
known, being variously stated at from one to 
fourteen days. Its onset is usually with 
fever, rarely above 103 degrees F., and with- 
in from two to four days paralysis is noticed. 
In a few cases the onset is more severe and 
there may be delirium, coma or convulsion, or 
vomiting and diarrhoea. In many, though, 
there are practically no initial symptoms, the 
patient being apparently well on retiring to 
awake in the morning with more or less 
paralysis. As a rule there are no sensory 
symptoms. In some cases, especially in 
adults, they complain, of pains and aching in 
_ the back and limbs. That these exist in chil- 
dren also and our attention not called to them 
is probable. This has been a more prominent 
feature in the recent epidemics, nearly every 
case having pain and even tenderness on mo- 
tion, and on these points, together with the 
febrile reaction, where no paralysis results, 
the diagnosis of the abortive cases is made 
(in epidemics). There is frequently profuse 
perspiration, and if a blood examination is 
made, Miller claims a lencopenia will be 
found. 

While the statement is usually made that 
the sphincters are never involved, in 150 cases 
most thoroughly investigated by the Massa- 
chusetts State Board of Health in 1909, there 
were thirty-six with some bladder symptoms. 
from simple frequent micturition to retention 
and incontinence. The extent of the paralysis 
varies from practically a general paralysis 
to that of a single group of muscles or even 
one muscle, by far the most common location 
being one lower extremity. 

A point worth remembering is that the 
paralysis first discovered is, in nearly every 
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case, more extensive than what we might call 
the terminal paralysis. Cases have been re- 
ported, however, in which there is a gradually 
progressing paralysis requiring several days 
before it reaches its maximum. There is a 
reasonable belief though that many of these 
may have been cases of Landry’s paralysis, 
especially the fatal ones. This period of 
paralysis lasts for from one to four weeks. 
Then an improvement begins, which con- 
tinues for about three months, after which 
time little is to be hoped for, though some 
improvement does go on probably up to one 
year. 

The paralysis is, of course, of the flaccid 
type, and atrophy of the muscles begins as 
early as two weeks after the onset and is 
strikingly apparent in from six weeks to two 
months. The extremity is cold and may be 
blue, but there are never any trophic skin 
changes. 

During the period of paralysis the joints 
being so relaxed and the muscular balance 
of the limb destroyed, the development of 
various deformities is a common occurrence. 

In some of the epidemic cases the sympto- 
matology varies widely from the above and 
the case for several days may be quite con- 
fusing, some assuming almost an identical pic- 
ture of meningitis and some dying from bul- 
bar paralysis. 

A most distressing feature of poliomyelitis 
is our inability to diagnose it before the ap- 
pearance of the paralysis and even with all 
the recent valuable additions to our knowl- 
edge of its cause and pathology. This prob- 
lem has not as yet been solved; however, 
much encouragement is offered us. Flexner 
has observed that in monkeys affected with 
the disease, before the paralysis has devel- 
oped, the spinal fiuid shows characteristic 
change, and should this hold true in our clini- 
cal work it would be of great valué to us in 
epidemics when we are on the lookout for 
new cases. All attempts at diagnosis from 
serum reactions so far have failed. 

- After the paralysis has developed it is quite 


; 
if 


HARRIS: ACUTE ANTERIOR POLIOMYELITIS. 539 


easy; almost the only diseases ever causing 
much confusion being multiple neuritis and a 
few pseudo-paralyses, as that of rickets and 
disease of the hip, and possibly a form of 
chorea. 

It was once taught that it was rarely if 
ever fatal, and this is more or less true of the 
sporadic cases today, only an occasional case 
dying, but in its epidemic form we have ar 
entirely different story, the mortality varying 
from 6 to 10 per cent (Starr), and in some epi- 
demics as high as 30 per cent. In this type. 
however, it is an interesting fact that in near- 
ly one-fourth of the cases there is complete 
- recovery, while in the sporadic type there is 
some defect left behind in nearly every case. 


We will have to admit that our treatment | 
of the early stages of polio is a failure. We | 


can simply put our patient to bed, purge and | 
diet them and trust to nature to do the best | 
she can. The custom of administering ergot 
and belladonna has its theory and its advocate 
behind it, but in actual experience is of no 
value. In the later stages much can be done 
to ameliorate the condition and prevent de- 
formities by the use, at the proper time, of 
electricity, massage and orthopedic appli- 
ances and operations. Concerning these de- 
formities, Lovett and Lucas make the broad 
‘statement that they are largely, if not wholly, 
unnecessary. They can be anticipated ai 
the proper appliance adjusted to prevent 
them. 

It remains to be seen now with all our re- 
cently acquired knowledge how much of it 
will be applicable to our treatment. In the 
meantime, prophylaxis is the tack we must 
pursue—quarantine and isolation should be 
enforced, and the nasopharynx of persons 
exposed should be disinfected with hydrogen 
peroxide, since Flexner has shown that a 
mild solution is destructive to the virus. He 


immunity will last, or whether it is also ap- 
plicable to human beings, are questions which 
time should answer. ‘These scientists are still 
working on polio, and in the near future more 
new knowledge and many valuable thera- 
peutic aids are to be hoped for. In the mean- 
time we will have to content ourselves with 
our newly learned prophylaxis and the old 
methods of treatment. 

_ This subject is receiving marked attention 
by many of the Northern and Eastern States, 
and one (Massachusetts) has already placed 
it among its reportable diseases. Several 
others are on the verge of the same step. 


There are no reports from this section, and | 


it is not due to the fact that we do not have 
it here, for, even with my limited experience, 
I saw in 1908, in addition to the one above 
referred to, two other cases within two 
months time and heard of several others in 
this city (Nashville). It behooves us, there- 
fore, to look into this condition more care- 
fully and follow the lead of our Northern 
neighbors. 
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A PENETRATING WOUND OF THE RIGHT VENTRICLE, WITH SOME RE- 
MARKS UPON THE TREATMENT. 
By W. M. McCABE, M.D., 


Superintendent and Surgeon City Hospital, 
Nashville, Tenn. 


The patient, a negress, 18 years of age, while 
in a difficulty with another negress, received a 
knife wound which entered one inch to the left 
of the sternal margin, and traveling beneath 
the skin, partiy severed the costal cartilages of 
the fourth and fifth ribs, about half an inch to 
the left of the sternal edge. Entering the 
pericardial sac between the fourth and fifth 
costal cartilages, it penetrated the right ven- 
tricle near its center. The wound in the peri- 
cardium was just large enough to permit the 
tip of the index finger to enter, but did not 
allow it to penetrate into the pericardial sac. 

She entered the hospital fifteen minutes 
after the injury, profoundly shocked, pulseless, 
and with a temperature of 97 degrees F. The 
external wound was dry, and no perceptible 
hemorrhage was present. Percussion was per- 
formed with difficulty because of the pain and 
restlessness of the patient, but it was thought 
that pericardial dullness was increased. The 
heart sounds could not be heard nor could 
the apex beat be seen. 


OPERATION. 

Patient entered the hospital at 6:30 p. m., 
fifteen minutes after the injury, but her con- 
dition was so grave and the shock so com- 
plete that to operate at this time was thought 
to be not only unsurgical but fatal. She was 
placed in bed, surrounded with hot water 
bags, and given morphia. Soon a faint pulse 
could be detected, and at 7:30 p. m., with a 
pulse of 160, and of fair volume, operation 
was advised and accepted. 

At 8 p. m., nearly two hours after the in- 
juryl, the skin was quickly shaved, painted 
with iodine and the patient etherized by Dr. 
John Hudson. The original wound was en- 


larged and the fourth cartilage completely sev- 
ered in the original knife wound and fractured 
distally. Blood was now spurting from the 


pericardial opening at each systole. This open- 
ing was quickly enlarged and the index finger 
of the left hand thrust into the opening in 
the right ventricle. A catgut suture was 
placed at the side of the finger and traction 
upon this controlled the hemorrhage to some 
extent. My finger was relieved by that of 
Dr. Richard Keys, and in this manner the 
triangular stab in the ventricle was closed. 
Clots were removed from the pericardial sac 
by sponging and with the hand. A tube was 
placed in the pericardial sac and the opening 
sutured with a continuous catgut suture. 

It will be noticed that the patient reacted 
sufficiently in a little less than two hours to 
justify operation. The clot in the pericardial 
sac controlling the hemorrhage. 

The left lung margin was exposed and re- 
mained passive until a stab was made in the 
base of the pericardium for drainage. The 
pleura was probably injured here, and the lung 
bulged. through the original wound with each 
inspiration. The heart beats did not seem to 
be disturbed by handling or sponging the heart. 
If the blood spurted from the ventricle the 
radial pulse would disappear. 

On the day following the operation a pneu- 
mothorax was detected and aspirated. The 
lung descended, but contained moist rales. On 
the fourth day the opposite lung became in- 
volved and moist rales appeared. The patient 
continued in this condition with pulse ranging 
from 100 to 120 per minute and temperature 
registering from 99 to 101 degrees F., until the 
night of July 21, seven days after the opera- 
tion, when she died. 

The autopsy, performed by Dr. John With- 
erspoon, was incomplete because of parental 
objections. The external wound had healed 
except where the tube emerged, some pus was 
found around the tube and on the pericardium. 
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The pericardium was healed except where the 
tube entered. The pericardial sac was clean 
and dry. A few adhesions were present be- 
hind the heart. The wound in the heart, as 
the photograph shows, had healed. 

Is it better to operate immediately in a stab 
wound of the heart with the patient in pro- 
found shock, or is it better to wait for reac- 


tion is impossible without operation, it is 
doubly so with the added shock of a surgical 
procedure. It is estimated that less than 18 
per cent of penetrating wounds of the heart die 
immediately, and that from 7 to Io per cent 
of them recover without surgicai interference. 
Of the 154 cases of cardiarrhapy collected up 
to June, 1910 (Bryant and Buck Surgery), 


The end of the pin points to the wound. In the white space the 
end of a Suture can be seen. 


‘tion would be easy, or if we were sure that an 
operation would not be fatal, the question 
would be equally easy. I never like to operate 
‘upon a pulseless patient, and believe if reac- 
ction? If we were sure of reaction the ques- 


the surprisingly high recovery rate of 46 per 
cent is reported. 

The question of drainage is perplexing. If 
a tube is inserted, adhesions are almost sure 


to occur, and if the pericardium is sutured 
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without drainage, a purulent pericarditis may 
ensue. I believe if another case should pre- 
sent itself I would suture without draining the 
pericardial sac, and aspirate if a purulent peri- 
carditis developed. A small drain might be 
of value in the external wound down to the 
pericardium. It is recommended by some of 
the experimenters upon canine hearts to tie the 
sutures during diostole, because of the danget 
of them pulling out if tied during systole, but 
I think this is more a theory than a practice. 
To regulate the time of tieing sutures in a 
heart beating at 160 or more per minute, is 
somewhat beyond the scope of human accom- 
plishment. 


It is also stated by authorities that super- 
ficial sutures hold better than deep ones, and 
that interrupted sutures produce smaller scars 
than continuous ones, and that the cavity of 
the heart should not be penetrated. All this 
sounds good, but the thinness of the auricles 
and right ventricle may make it almost impera- 
tive to penetrate the cavity before the sutures 
will hold. 

Catgut will hold all right, but I believe 
silk or linen is better, because it becomes en- 
cysted, and if the cavity should be penetrated 
there is not the danger of a particle becoming 
detached and producing an embolus. 

Nashville, Tenn., Sept. 16, 1910. 


NOTES ON HAY FEVER. 


By VAULX GIBBS, M.D., 
Chattanooga, Tenn. 


Hay fever or hay asthma is a neurosis due 
to irritation somewhere in the air passages. 
Cases have been cured by treating the nose, 
i. e., by removal of tearbinates when hyper- 
trophied. I wish to announce that I have 
cured a few cases by treating the throat for 
chronic pharyngitis. The disease, in a 
large number of cases, is due, I think, to the 
nerve endings being constantly irritated by 
the presence of chronic pharyngitis with en- 
larged follicles scattered. over the whole 
pharynx. The treatment consists in the ap- 
plication of nitrate of silver 30 per cent to 
50 per. cent solution to the chronically in- 
flamed pharynx. 

I have encountered some cases where there 
were atrophied tonsils that did not respond 


to this treatment. I believe the removal of 
the atrophied tonsils, together with nitrate 
of silver solution, would relieve these cases, 
but have not succeeded in getting any patient 
to allow me to remove the tonsils for this con- 
dition. 


Atrophied tonsils or enlarged’ diseased ton- 


sils will cause the pharyngitis by acting as 
a foreign body and the irritation therefrom 


produces the pharyngitis. 

An attack of grippe may set up your chronic 
pharyngitis again, and the asthma will reap- 
pear. 

I have two cases treated five years since 
that have never had any return of the hay 
fever. 
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RECENT CONSIDERATION OF THE DUODENAL ULCER. 


By A. W. CALLOWAY, M.D., 
Asheville, N. C. 


The recognition of duodenal ulcer may be 
looked upon as a product of modern abdom- 
inal surgery. Since 1900 it has occupied a 
foremost place in medical literature. The 
principal work has been done by Moynihan 
of England and the Mayo Brothers of our 
own country. Its development up to that 
time was accidental rather than the result of 
any well defined effort to discover its etiology, 
constancy, or diagnosis. 

From 1817 until 1865 a few cases of per- 
foration were reported. At that time Kraus 
reported the record of eighty cases which 
really gave duodenal ulcer the place it occu- 
pied in text books until 1895. Since that time 
there have been essays with reports of nu- 
merous cases from Germany, France, Eng- 
land and our own country. 

The early operations as before stated, were 
all for cases of perforation. - Finally Moyni- 
han by a careful record established what might 
be called a symptom-complex by which he 
could recognize the duodenal ulcer before it 
had perforated. A similar course has been 
pursued by the Mayos. It is safe to say, that 
quite a large number of internalists are recog- 
nizing the presence of a duodenal ulcer with 
a precision which has at least equaled that of 
any abdominal lesion. 

The writer fully recognizes the danger of 
any enthusiasm upon a discovery reported 
by pioneer statistics, and while he may be 
enthused himself, in feeling that one more 
lesion can be added to the list of causes for 
dyspepsia which means the relegation of quite 
a large number of so-called cases of neurosis 
to the past, he realizes that the subject will 
need critical surveillance. : 

’ Nothing is more unsatisfactory to an inter- 
nalist, who must continue treatment for an 
indefinite length of time in order to secure 
results, than a hazy conception of the dis- 
ease which confronts him. For one, I become 


enthusiastic over the promise of a well de- 
fined cause for a certain class of cases which 
are to come under our care. : 

The presence of symptoms of indigestion 
with pain in the neighborhood of the right 
half of the epigastric region, leads at once 
to the possibility of a duodenal ulcer. In 
quite a number of cases of obscure diagnosis 
as well as those in the ordinary run of the so- 
called stomach cases these symptoms are pre- 
sented. The gall bladder, pancreas, liver, kid- 
ney, pyloric end of the stomach and duodenum 
all come in for consideration. Medical litera- 
ture up until the last few years has not given 
special attention to the differentiation be- 
tween the gastric and duodenal ulcer and prob- 
ably many of the cases of duodenal ulcer have 
been diagnosed as gastric. In a recent article 
written on the subject by Codman in the 
Boston Medica! and Surgical Journal, No- 
vember 25, 1909, some interesting points were 
mentioned, to wit: that in the development of 
mammals the large intestine swung across the 
small, causing in some instances pressure on 


‘the transverse portion of the duodenum by the 


root of the mesentery and superior mesenteric 
artery. In a horizontal position quadrupeds 
would have no obstruction, whereas in the 
vertical position of man this takes place. 
Riegel concurs in this opinion, stating as fol- 
lows: Compression of the duodenum by the 
mesentery may be the beginning of a uisas- 
trous chain of symptoms. It is supposed that 
this obstruction dams back the secretions of 
the pancreas and the liver in the first part of 
the duodenum. The caustic secretions, which 
normally pass through the pylorus, as the re- 
sult of this impaired condition cause in time 
erosion and even deep ulceration. We have 
in the past been told that the most frequent 


cause of ulceration is the local interference 


with the circulation in or about the liver. 


’ The necrosis following is. inflamed by an ex- 
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cessive acid and changes in the blood such as 
anemia or chlorosis. 

It has been suggested that a condition sim- 
ilar to herpes may be the prime factor; hence 
a neurotic temperament may predispose. 
Such ulceration or inflammation in the region 
of the pyloric sphincter may be compared 
with similar conditions with which we are so 
familiar about the anus. What we are ob- 
jectively familiar with there could easily be 
presumed in the duodenal region of the 
pylorus. 

Codman further states that the duodenal 
ulcer is nearly as common as acute appendi- 
citis, supporting his statement by the evi- 
dence of Dr. Wright’s autopsy record at the 
Massachusetts General Hospital. The results 
are as follows: 

(a) Duodenal ulcers occur invariably so 
close to the pylorus that they must lie in the 
folds of the mucous membrane when the 
sphincter is contracted. 

(c) In nearly three thousand autopsies an 
open duodenal ulcer was present, whatever 
the cause, in one hundred cases. 

(d) The duodenal ulcer occurs twice as 
frequently as the true gastric ulcer. 

(e) Cases characterized by hemorrhages 
show a large artery in the base. 

(g) Scars left by round ulcers of the 
duodenum are not noticeable because the 
mucous membrane is replaced over themj 
glands and all. Microscopically, they are 
recognized by a cicatricial gap in the muscle 
layers. 
ical records: 

(a) Duodenal perforation is from one- 
twentieth to one-fortieth as common as in 
acute appendicitis. 

(b) Two out of every three cases diag- 
nosed as gastric ulcer are really duodenal. 

(c) Most all cases of pyloric obstruction 
are duodenal ulcer. 

(d) Chronic cases complaining of hunger 
pains subject to recurring attacks of tempo- 
rary interference with the pylorus should be 
considered cases of duodenal ulcer. 


Codman further deduces from clin-_ 
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Kemp says, “Undoubtedly many cases have 
been diagnosed as gastric ulcer when it was 
duodenal ulcer.” Mayo Brothers put the 
ratio of duodenal to gastric two to five, Mur- 
phy from one to three, Trier one to nine, 


_Adrol one to forty. 


One would be at a loss to account for the 
great disparity in opinions as to the fre- 
quency of duodenal ulcer.. The German sta- 
tistics show it comparatively rare, while those 
in England and America demonstrate that it 
occurs more frequently. This can be ac- 
counted for by the fact that the German sur- 
geons perform the operation only for acci- 
dents or complications of the ulcer rather 
than the ulcer itself, while in both England 
and America the operation for excision and 
gastro-enterostomy in stenotic cases is quite 
frequently performed. The late German sta- 
tistics show, however, a great number of 
cases. So many cases can only be diagnosed 
post-operative, that until the exploratory 
operation is more frequently performed we 
will probably not know just how often the 
duodenal ulcer occurs. 

Collins, in 1894, reported 279 cases, of 
which forty-two were children under ten years 
of age. Of these forty-two, seventeen oc- 
curred the first year of life. Personally I 
have not diagnosed duodenal ulceration in in- 
fants, but it may be well to consider such a 
condition possible in some of the cases of dis- 
turbed digestion which offer a puzzling diag- 
nosis. Nephritis is claimed by some authors 
to be a cause of duodenal ulcer. The irrita- 
tive factor being ammonium carbonate. Re- 
ferring again to duodenal ulcer in childhood, 
Helmholz reports sixteen cases of infantile 
atrophy, eight of which post-mortem showed 
duodenal ulceration. It seems to me, in mak- 
ing a diagnosis, that we must depend upon 
the late symptoms, such as stenosis, with its 
evil effects and hemorrhages. Helmholz says 
that a striking factor is the rapid loss of 
weight. 

Moynihan states that in nineteen out of 
fifty-one cases of perforating duodenal ulcer 
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the appendix was cut down upon as a diag- 
nosis of acute appendicitis. This being due 
to the fact that the fluid passes through the 
ileo-fossa. 

The object of this paper is not to give 
a cut and dried account of duodenal ulcer; 
such can be obtained better than the writer 
could give, in any one of a number of text- 
books. It is essentially one of random notes 
on the recent available information of the 
subject, which seems to support a view which 
I have held for some time in regard to most 
all cases of chronic stomach trouble, viz.: 
that although a large percentage of such cases 
present symptoms of nervous dyspepsia, as 
a matter of fact there are but a very few 
cases of neurotic origin pure and simple, with- 
out an organic basis for many of the symp- 
toms. 

When we recount the cases of gastric and 
duodenal ulcers, atonyies, ectasies and _ ste- 
noses, it is no wonder that many of these 
cases have been included under the head of 
nervous dyspepsia. It is true that many 
cases of an organic base will yield to hygienic 
treatment and therefore since they do, it is 
no argument, per se, that they are strictly a 
neurosis. 

Diet and rest are the important factors in 
the treatment of all stomach conditions. 
Medicine thus far has played a very little 
part in the modern treatment of chronic di- 
gestive disorders. There have been heaped 
upon us great numbers of digestants, antacids, 
anti-fermentatives, tonics, etc., all of which 
probably have some slight use and should be 
employed in the proper place, but unless the 
diet is’ scientifically as well as practically ap- 
plied, their usefulness is curtailed. 

The statistics cited above, perhaps over- 
tate the proportional frequency of the duo- 
denal and gastric ulcer. As other reliable ob- 
servers state, the gastric occurs much more 
frequently than the duodenal ulcer. One ob- 
served considers that the peptic ulcer, either 
gastric or duodenal, occurs almost as often 
as appendicitis. 


OF THE DUODENAL ULCER. 545 

The appendix is recognized as a useless 
organ and because of its anatomical posi- 
tion is frequently diseased. Is it possible 
that, as stated in the first part of this 
paper, the obstruction offered by the depend- 
ence of the large intestine upon the third part 
of the duodenum does not account to some 
extent for the frequency of ulcer? Again, 
the sphincter and valves of our anatomy are 
always weak points, from the very fact that 
they stand out as the sentinels, protecting 
against both physiological and pathologicas 
infringement. Citing the anal sphincter as 
an objective instance, it would be easy to con- 
ceive of various grades of inflammation of 
the pylorus from an engorgement, excoria- 
tion, punctate ulcer to a fissure or chronic 
ulcer. With variable lesions we should look 
for various grades of exhibitory symptoms. 

The internalist frequently meets a case of 
chronic dyspepsia with periodical attacks of . 
pain in the right upper quadrant. Heretofore, 
upon first evidence one would consider chole- 
lithiasis. As our knowledge increases upon 
the duodenal ulcer it seems to me that pain in 
this region under the above circumstances will 
more likely indicate an acute recurrent or 
chronic duodenal ulcer. We now know that 
many of the long-standing cases of “stomach 
trouble” are referable to the liver or gall- 
bladder primarily; the immediate or chronic 
effects of duodenal ulceration secondarily, and 
perhaps the complication of the three as a 
result. 

It is well to acquaint ourselves before mak- 
ing a diagnosis with the history, as chronic 
duodenal ulcer develops with a precision 
which cannot be easily misunderstood. In fact, 
ulceration may commence very early in life, 
followed by a quiescent period of variable 
length up to even forty years, when well 
defined symptoms of the effect of chronic 
duodenal ulcer may appear. It is very im- 
portant that the time of symptoms following 
the ingestion of food should be noted. The 
pain is felt anywhere from two to six hours 
after eating. When occurring at the latter 
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period one must assume that the ulcer is 
probably in the second part of the duodenum. 
When at an earlier period than two hours 
there is either an active ulcer with recent 
adhesion to the abdominal wall or liver, or 
stenosis is beginning to develop. The pain 
must not be mistaken; it is one of gradual 
development with a feeling of distention. 
There is relief afforded by the eructation of 
bitter fluid or gas. The interval is strongly 
diagnostic providing the same kind of: food 
is taken. The variety of pain as well as the 
time of development. A heavy meal may 
invite pain, whereas a light one would cause 
no discomfort whatever. This explains why 
one may say that there seems to be no uni- 
formity either in pain or the amount of pain 
in regard to the various kinds of meals. 

Patients often say that it matters not what 
or when they eat as to whether the pain de- 
‘velops. Neither does it matter whether they 
eat anything at all or not. This is a state- 
ment which is never acceptable to me. In- 
variably upon further analysis I can deter- 
mine a uniformity in the character and de- 
velopment of pain in direct relationship with 
the amount and kind of food eaten. 

One characteristic of the pain is that it 
often wakes the patient at two o’clock in the 
morning. This may sometimes be relieved 
by bland food or by the vomiting of irritat- 
ing hyper-acid stomach contents. Moynihan 
states that a sensation of weight or fullness 
accompanied by distention is often described 
as boring, gnawing or burning. This is often 
relieved by belching of gas or regurgitation 
of food which is very acid or bitter. 

With the onset of an exacerbation of a 
chronic duodenal ulcer there may be a con- 
stant flow of saliva. This is often a valu- 
able premonitory sign in diagnosis. This de- 
scription of pain is very interesting. It may 
be cramplike, which is undoubtedly due to the 
spasm of the pyloric sphincter to protect 
itself from the irritating contents. In stomach 
cases we often hear a patient say that his at- 
tacks of pain always follow a period of good 


appetite and feeling. Patients will say 
that liquid foods cause the pain to 
come earlier and last longer than those of 
more difficult digestion. However, the per- 
sistency in this liquid diet will often cure 
when no other means is available. Per- 
manent stenosis appears when the ulcers are 
healed. It is true that there may be a severe 
pyloric cramp with temporary stenosis in 
acute ulceration. Vomiting is not a reliable 
symptom and is more a part of gastric than 
duodenal ulcer. When stenosis, however, is 
permanent, vomiting becomes one of the car- 
dinal symptoms. 

The diagnosis clinically rests on the period- 


icity of the forenamed symptoms. Many 
patients complain that the attacks arise with- 
out an apparent cause. If the patient be in- 
terrogated closely enough this will usually be 
found to be untrue. Most attacks follow colds 
and influenzas, others follow overwork, 
worry, or hasty eating of improper food. 
Many are ushered in with a chill followed by 
fever for several days. Between attacks re- 
coveries may be so complete that it seems 
improbable that the patient should have any 
organic disease. The attacks have been 
ascribed to a neurosis, acid dyspepsia, and 
general .indigestion. We all know that the 
above terms are indefinite and are simply 
based upon one or two symptoms. The hun- 
ger pain is probably due to the acid stomach 
contents, and therefore is worse at the height 
of acidity. The presence of food alone does 
not cause the pain. Physical signs are not 
necessary in making an accurate diagnosis, 
whereas, the history and sequence of symp- 
toms is all important. In the majority of 
cases there may or may not be tenderness in 
the pyloric region. It usually covers an area 
of two or three inches and may be exquisitely 
tender. Rigidity most frequently accompanies 
tenderness, later on when the stage of stenosis 
is reached the well-marked symptoms pf 
ectasy. 

Moynihan states as follows: “It is there- 
fore chiefly, indeed as a rule, quite exclu- 
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sively upon the anamnesis that the diagnosis 
of duodenal ulcer is made.” 

The duodenal ulcer may in rare instances 
be associated with jaundice either as a com- 
plication of an after result. 

First: By the concomitant duodenal catarrh 
which spreads to the biliary papilla. 

Second: As a result of cicatrization whtcn 
involves the papilla. 

If the stomach contains food persistently 
twelve hours after eating, one may safely 
presume that there is a narrowing of the 
pylorus.. The gastric stasis resulting inva- 
riably causes hypertrophy of the muscular 
tissue of the stomach owing to its increase 
activity. It is generally an accepted fact that 
severe hyperchlohydria occurring periodically 
can be put down as duodenal ulcer. There- 
fore many cases called hyper-acidity, acid 
gastritis, acid dyspepsia with pyrosis, is really 
the exhibition of a chronic duodenal ulcer. 

Hemorrhage bears about the same rela- 
tionship to an ulcer. here as does hemorrhage 
in pulmonary tuberculosis. There are all 
grades from occult to fatal. The severity 
depending entirely upon the proximity to an 
involvement of blood-vessels, and further- 
more upon the size of these vessels. There- 
fore, the absence of hemorrhage is not much 
evidence against the presence of an ulcer. 
Of course if a hemorrhage does occur and is 
found, it assists in clearing up the diagnosis. 

Undoubtedly, we have been waiting for the 
symptoms of stenosis in duodenal ulcer be- 
fore making our diagnosis, and this reminds 
me very much of former days when pul- 
monary tuberculosis was not diagnosed as 
such until the patient became a consumptive. 
Hemorrhage is now regarded as a late com- 
plication rather than an early symptom. The 
hemorrhage from a duodenal ulcer is much 
more serious than that of the gastric, owing 
to its proximity to larger blood-vessels. 

One reason why cases of chronic duodenal 


ulcer have been called acid dyspepsia and. 


hyperacidity, etc., is that the regurgitation 


of the contents of. the stomach are, as” 


we know, acid, but testing out these cases we 
find many that are not hyperacid; in fact it is 
the rule to find them about normal and the 
regurgitation due to the stenosis. One must 
also distinguish between hyperacidity with 
and without stenosis. 

To the surgeon belongs the credit of the 
modern knowledge of the chronic duodenal 
ulcer. His operations both for diagnostic 
and pathologic purposes have given us the 
fact that there is an organic base for a large 
majority of so-called stomach cases. Knowl- 
edge acquired in this way where the ulcer, 
cicatrix, the resulting stenosis, and gastric 
ectasy can be actually seen by the naked eye, 
has convinced us beyond doubt of organic 
disease in this neighborhood which heretofore 
were held to be the imagination of the am- 
bitious stomach specialist. 

The following deductions are especially 
presented. 

First: That duodenal ulceration occurs 
much more frequently than generally sup- 
posed. 

Second: That many cases are not diag- 
nosed unless there is a hemorrhage or steno- 
sis. 

Third: That where there seems to be no 
classical or clinical distinction between the 
presence of gall stones or duodenal ulcer; 
that as a matter of fact most of these are the 
latter. 

Fourth: That the. duodenal ulcer is the 
most important lesion concerning the inter- 
nalist occurring in the epigastrium. 

Fifth: That we must recognize the duode- 
num especially in the neighborhood of the 
pylorus as one of the weak spots from an 
anatomical standpoint, and classify it, there- 
fore, with the appendix and hemorrhoidal 
inch. 

Sixth: Since it is so amenable to proper 
treatment its early diagnosis is of great im- 
portance not to the surgeon, but to the medi- 
cal man, owing to its successful treatment by 
medical means. 
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A HEMORRHAGIC FORM OF APPENDICITIS. 


By GASTON TORRANCE, M.D., 
Birmingham, Ala. 


In the following cases the only abnormal 
condition found in the apendix was blood with 
organized clots, some of which were attached 
to the macerated points shown in the photo- 


tion. Half grain of morphia was given during 
the afternon. On admission to the hospital 
the pupils were contracted and she was well 
under the influence of the morphia. Temp. 99, 


CASE I. 


graphs of the mucous membrane of the proxi- 
mal end of the appendix. 

Case 1.—A young lady, sixteen years of 
ago, was referred to me’ by Dr. Messenger, of 
Kimberly, Ala., February 4, 1910. Se had had 
some digestive trouble for about a year, spit- 


ting up of food, sour stomach and gas. About 
two months ago she became very hysterical 
and was brought to the city for treatment. 
She has had some pain in the right side of 
the lower abdomen since this time, and has 
been very constipated. For the past week she 


CASE II. 
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has had some slight pain in the region of the 
appendix constantly. Has had to be catheter- 
ized for the past three or four days. Her 
bowels have not moved for three days. She 
was taken with a sudden sharp pain in the 
region of the appendix about 11 a. m., and was 
brought to the hospital on a train at 7 p. m. 
There was marked tenderness and rigidity over 
the right rectus with some abdominal disten- 
pulse 110, W. B. C. 16.700; rigidity and ten- 
derness less marked. Operation, under ether, 
right rectus incision; the appendix showed 
some acute inflammation and distention. When 
opened it was found to be filled with dark, 
fluid blood, with some organized clots adherent 
to the mucous membrane which showed an 
area which was dark and had a macerated 
appearance. The specimen was stretched on 
a glass slide, placed in formalin and photo- 
graphed the following morning. 
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Case 2.—A young married woman 19 years 
of age was referred to me by Dr. M. E. Mor- 
land, of North Birmingham, March 25, 1910, 
with the following history: She has had at+ 
tacks of pain in the right side at intervals of 
a few weeks for three years; has had indiges- 
tion, sour stomach with gas. While down 
town the previous day shopping she had a 
severe attack of pain in the right side and 
suffered all night and the following morning, 
and had to be given morphia for its relief. 
There was some tenderness and rigidity over 
the right rectus; temperature and pulse nor- 
mal, W. B. C. 16.000. The appendix was re- 
moved and when opened practically the same 
conditions were found that obtained in the 
previous case; dark fluid blood with numerous 
small areas where the mucous membrane ap- 
peared macerated and dark with adherent, or- 
ganized blood clot. 


THE PHYSICAL SIGNS IN INCIPIENT PULMONARY TUBERCULOSIS. 


By W. A. OUGHTERSON, M_D., 
Professor Medical Department of the University of Nashville and Tennessee. 


The object of this article is not to offer any- 
thing new but to familiarize ourselves with 
thé auscultatory phenomena and differences in 
corresponding portions of the two sides of 
the normal chest and make better use of the 
methods we are all familiar with. 

I believe the most important phase, in con- 
nection with this much discussed subject, is 
the earliest possible diagnosis; this, I believe, 
offers more in a general way than anything 
the medical profession can do as the disease 
must first be recognized before other measures 
can be carried out. Past experience has dem- 
onstrated that the earlier a case is recognized 
the greater the chance for recovery, as well 
as removing a possible source of danger to 
others. 

We very often hear and read of the follow- 
ing statements: The physician who fails to 


recognize incipient tuberculosis should go back 
to the farm and chop wood; get into the 


jungle, have his license revoked, or other radi- 
cal changes made for the man with such de- 
fects in his diagnostic ability. Personally my 
little experience has made me more charitable. 
When a physician reaches that stage of refined 
ability in his diagnostic methods, or as some 
people put it ego, whichever term you choose 
to use, that he never overlooks a case of even 
incipient tuberculosis, I believe it would be do- 
ing a favor to his community to superannuate 
such a man with a life-time pension. I believe 
everyone of us overlook early and sometithes 
well advanced cases, some, of course, more 
than others. We are frequently found con- 
gratulating ourselves on making a diagnosis 
that our neighbor has just overlooked and 
pronounced the lungs sound. If we would be 
a little charitable and go into the merits of the 
case we would find a reason for the failure. 
the pains to examine the patient carefully, 
which is not the lack of ability on the part of 
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I believe one of the causes is we do not take 
the examiner, as is often thought to be the 
case. Second, we do not attempt to elicit half 
the information that might be obtained in tak- 
ing a history. 

For example—when a young woman comes 
in complaining of some pelvic trouble, especi- 
ally when time is limited, our whole attention 
is directed to the pelvic organs, so much so 
that one might well wonder if a woman ever 
suffered from any other than pelvic disease. 
In the same class of cases we often fail to ex- 
pose the chest properly, making a few strokes 
over the clothing and pass to something else. 
This is a great injustice to patient and physi- 
cian alike, as I know of no condition in which 
we need the co-operation of the patient more 
to arrive at a definite conclusion than that of 
pulmonary tuberculosis. 

One condition, I believe, is often too much 
disregarded and that is that of a young per- 
son, and especially one under weight, complain- 
ing of some digestive disturbance of a persist- 
ent nature. I do not mean to convey the idea 
that every such case is tuberculosis, but I do 
believe that many cases of tuberculosis com- 
plain of digestive disturbance for a consider- 
able period of time before there is anything 
to make them think of the trouble in the lungs. 

Another condition is bladder symptoms in 
the absence of any venereal disease. You have 
all seen cases, some of which have complained 
bitterly of frequent urination, with burning, 
and voiding of large quantities of pale urine 
of low specific gravity; some observers at- 
tach a great deal of significance to this condi- 
tion. I can recall several cases presenting the 
above symptoms that developed physical signs 
of tuberculosis, which made the diagnosis be- 
yond all doubt. Three I know of who died of 
tuberculosis. Any anemia without a well rec- 
ognized cause should direct us to a careful ex- 
amination of the lungs. 

There is no doubt that many cases seem to 
have a rapid pulse for a considerable period of 
time before any other definite sympotms de- 
velop. One observer makes the claim that in 


many cases there is a change in the frequency 
of the pulse as long as two years before other 
physical signs are elicited. Personally, I am 
unable to confirm this statement from my own 
observations. I have seen some few cases in 
which the pulse remained persistently over 
one hundred for several months before I could 
find other definite signs. 

The evening elevation of temperature has 
been too well known as a symptom of early 
tuberculosis to call for mention. Many au- 
thorities. regard the subnormal morning tem- 
perature with a normal evening temperature 
equally as important as the evening elevation, 
with normal morning temperature. 

I believe every case of rectal fistula should 
demand an examination of the lungs, as well 
as the rectum. Right here I would like to take 
this opportunity to report the case of a young 
man, who was operated on for rectal fistulae 
in November, 1909, with complete recovery 
and total absence of all symptoms referable to 
the rectum. An examination of the lungs was 
made at the time of operation and no physical 
signs found. He left the hospital in a few 
days apparently in good health. In December 
of the same year he returned to the hospital 
with a temperature of 104, pulse 120, respira- 
tion 24 and stated he had on that same day a 
slight hemorrhage. I made a careful examina- 
tion three days in succession and the only 
signs elicited was a short clicking rale over one 
apex. I asked three other men to examine 
him, men in whom I have confidence, and they 
failed to find other evidence of the disease. 
At the expiration of a week the temperature 
had returned to normal and the appetite good. 
After a few doses of iodide of potassium, 
some sputum was obtained and tubercle bacilli 
was found. As his family lived in Asheville, 
N. C., he was advised to go there with a view 
to regain his health. A few days later we re- 
ceived a note from a friend saying he had 
another hemorrhage, while on the train, and 
died immediately. He left the hospital with 
a normal pulse and temperature. His weight 
was up to normal and no signs of anemia, 
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stating he felt quite well and thought he could 
return to work. 

I desire to say a few words about examina- 
tion. The well known methods of inspiration, 
palpation and percussion are of great value 
in the examination of the chest, but if we wait 
for physical signs to develop sufficiently so 
that they may be recognized by any one of the 
above mentioned methods, the case-has in the 
great majority of instances progressed beyond 
the incipient stage. You have all seen many 
cases of widespread fibroid phthisis in which 
the percussion note was more resonant than 
normal. Insetad of giving a dull note that we 
all look for on percussion, local prominences 
and depressions are by no means incompatible 
with sound lungs and only demand an investi- 
gation as to their cause. I believe ausculta- 
tion offers by far the most in the recognition 
of early physical signs. 

From those who are concerned to make the 
earliest possible diagnosis of pulmonary tuber- 
culosis, we hear more and more loudly each 
year the command to study with all possible 
care and attentiveness the auscultatory differ- 
ences between corresponding portions of the 
same lung. The slightest variation of pitch 
and quality, intensity or duration of either in- 
spiration or expiration at any pont, as com- 
pared with conditions in the corresponding 
portion of the other lung is, we are told, a sign 
to be noted since it may be one of the factors 
in a decision affecting the patient’s whole fu- 
ture. If this be true, it behooves us to know 
as much as we can about any differences ex- 
isting between the auscultatory phenomena in 
the right lung and those in the left in the 
healthy chest. 

It has been clearly recognized for a long 
time by all who have given any attention to 
physical signs in the chest that the apices of 
the two lungs differ in nearly all healthy per- 
sons. The breath sounds over the right apex 
being louder, deviate more from the normal 
respiratory murmur than those heard over the 
left apex. Some explain the difference as 


being more harsh over the right than the left 
apex. In summing up this difference it some- 


times becomes very difficult to say whether it 
is pathological or normal. Cabot has pointed 
out a difference between the base of the right 
and left lung posteriorly. The bree*hing is 
louder and harsher at the left base than the 
right. The Germans refer to this difference as 
rough breathing. It is claimed that this dif- 
ference is not so marked in persons under 
twenty years of age. No explanation has been 
ocered as a cause for this difference, so we are 
obliged to make our deductions here as in the 
case of the apices. 

Another normal difference exists with the 
patient in the lateral position. When the pa- 
tient is lying on his side the restriction of mo- 
tion of this side of the thorax leads to differ- 
ence in the phenomena obtained on palpation, 
percussion and auscultation in the lower lung 
as compared with the upper lung. 

As a result of this difference in the two 
sides we should be guarded about what we 
hear in a patient’s chest when in the lateral 
recumbent position. For the above reason I 
believe we would feel safer about our findings 
with the patient on his face or in the sitting 
posture. 

There are other normal differences to be 
considered in an examination that are so com- 
mon to all that I do not think need to be men- 
tioned. If we are to depend upon the auscul- 
tatory phenomena for the recognition of early 
physical signs—then what are they? Every 
man in diagnostic work has some sign that he 
regards more valuable than another. In the 
absence of an emphysemous chest I look upon 
the slightest rale, or friction rub heard over 
one apex and especially when heard at no 
other point in the lungs, as a very important 
physical sign, tubular breathing, especially 
over the left apex remembering that the breath 
sounds are louder over the right. Of course, 
rales are not to be disregarded anywhere in 
the chest. A prolonged expiratory murmur 
heard over a limited area, jerky or cog-wheel 
breathing (which is often due to nervousness ) 
must not be disregarded. ‘ 

We should not content ourselves by asking 
the patient to breathe deeply ; he should be re- 
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quested to cough and follow with a deep in- 
spiration and carefully note both the inspira- 
tory and expiratory sound, and even a single 
dry click should receive serious consideraiton. 
When our physical examination has been com- 
pleted the man who can sum up the whole 
picture and make proper deductions is the man 
who will recognize early tuberculosis. 


I will not discuss the subject of tuberculin 
further than to say that no questionable case 
should pass through our hands without having 
received the benefit of the tuberculin test. 

The aid to be obtained by the use of the 
X-ray I believe, warrants our consideration 
when made by a competent man. 

135 8th Ave., North. 


SYPHILITIC GUMMA OF THE BLADDER. Case Report. 


By WALTER LENEHAN, M._.D., 
Nashville, Tenn. 


Mr. E., age 39 years, married, has been 
a “gay Lothario.” On Sept. 3 he contracted 
gonorrhea which ran the ordinary course. He 
treated himself with remedies and injections 
unknown to me. His gonorrhea became 
chronic and being unable to check it, he con- 
sulted Dr. Champion of Atlanta, Ga., on Nov. 
20. At that time his only symptom was the 
morning drop, and as I understand, some 
threads in the second portion of urine tested 
by the two glass test of Sir Henry Thompson. 
He received a treatment by Dr. Champion at 
that visit. 

The next morning he arose with a very full 
bladder, and when he voided his urine, he 
noticed that it was blood red. This condition 
constantly persisted until he consulted me on 
January 1, with but one intermission of a 
week, during which time he remained in bed. 
There was from the first a severe ardor 
urinae and he was forced to hurry to the uri- 
nal every 15 or 20 minutes during the day, and 
had to rise from his slumbers some 15 or 20 
times a night. He had lost 25 pounds in 
weight. This is the incomplete and fragmen- 
tary history as I received it, and I shall now 
describe the patient’s condition as it was pre- 
sented to me: 

He was somewhat emaciated; was very 
nervous and melancholic. His appetite was 
poor. He-was anaemic (Hb. 60 percent 
3,800,000 red and 9500 white corpuscles), and 
presented a typical cacectic condition. On ex- 


amination of the urinary tract, I could find no 
evidence of discharge from the urethra. The 
prostate and vesicles were normal per rectum. 
Nothing was to be learned by palpation in the 
region of the kidneys. There was an extreme 
hypersensitive condition of the blawler and 
urethra that precluded all instrumental ex- 
ploration except under anesthesia, which the 
patient refused. About an ounce of urine 
would be passed at each act. It was of a dark 
red color, alkaline in reaction, S. G. 1038, and 
contained albumen in small amounts. Micro-° 
scopically, there was no pus, but leucocytes of 
the eosinophite variety largely predominating, 
existed in about the same proportion as in the 
blood count. There were a few bladder epi- 
thelial cells and a very high percentage of 
triple phosphate and oxalate of lime crystals. 
There were no gonococci. The most striking 
feature was the large number of red blood 
corpuscles, which counted with a haemocyto- 
meter revealed 25,000 corpuscles per cu. mm 
of urine. 

I was at a considerable loss for a diagnosis, 
but papilloma of the bladder was my first 
thought. However, in the absence of a cysto- 
scopic examination to confirm my suspicion, 
I decided to treat the patient empirically for a 
few days and watch results, and perhaps, allay 
the hypersensitiveness sufficiently to enable me 
to make a more thorough examination. This 
I began by using irrigations of boric acid and 
the instillation of weak solutions of Silver 
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Nitrate in the bladder daily, and also the inter- 
nal administration of urinary sedatives. Un- 
der this treatment, the patient improved con- 
siderably. He could now pass through the 
night comfortably and could hold his urine 
with more ease during the day. He improved 


to a degree that the blood would disappear. 


from the urine during the night and the first 
urine voided in the morning on rising would 
be clear, but the blood would reappear after 
he had been down to his business for an hour 
or so. 

At this stage a symptom developed that sub- 
sequently led to the diagnosis and the results 
of treatment have fully borne it out. On 
Dec. 29 the patient, while in the office for his 
daily treatment, casually remarked that his 
throat was sore and asked me to look at it. 
When I did so, I have never been met by a 
more typical picture. There was a large gray 
ulcer about the size of a 25 cent piece on the 
left cheek, extending down into the sulcus 
between the cheek and gums. Another similar 
ulcer covered the left peritonsillar region, ex- 
tending across the soft palate and down the 
uvula. The cervical, submaxillary, and epiti- 
oclea glands were enlarged. I immediately 
asked the patient when he contracted syphilis, 
to which he readily replied, “Six years ago, 
Doctor. I would have told you of it but I 
did not think it could have any connection with 
my present trouble.” 

_I learned that his treatment had been very 
incomplete and that he had used, freely, of 
alcohol during the four years following his 
chancre. He also told me that he had a large 
gumma of the frontal bone during his fourth 
year of syphilis. Having this history as a 


guide, I naturally began to try to associate 
the two conditions, and after explaining the 
importance of a cystoscopic examination to my 
patient, he readilly consented and determined 
to “Fortify his nerves,” (as he styled it him- 
self). 


I cocanized the deep urethra and passed the 
crystoscope with ease. The mucosa of the 
entire bladder was mildly inflamed, and a 
nodular mass, from the ulcered surface of 
which blood was oozing, was observed. This 
tumor was situated at the base of the bladder 
just anterior to the trigone, and was possibly 
about the size of a chestnut. It contained 
some necrotic tissue around the edges of a 
rather deep, clean erosion, but no evidences of 
pus. A diagnosis of syphilitic gumma was 
made. 

I at once administered an injection of gray 
oil 0.10 gm (equivalent to 1 SS grs. of metallic 
mercury), and to my great surprise, the blood 
began to disappear gradually from the urine 
from the third day after the injection. On 
the seventh day I repeated the injection, and 
two days later, all traces of blood disappeared. 
I gave two more injections at intervals of 7 
days, and then changed my medicine to the 
protiodide pill, and potassium iodide. 

Cystoscopic examination four weeks after 
the first injection of mercury, revealed a nor- 
mal bladder, with no sign of tumor. At the 
time of this writing, the patient has gained 20 
pounds in weight, and says he never felt better 
in his life, 

This case has been very interesting to me 
and I have detailed it with some care, as it is, 
as far as I am aware, the first of its kind re- 
ported. I find one mention of syphilis of the 


bladder in the literature which I have ex- 


amined and that is only generalized. Meyer 
says that wherever we have a persistent hem- 
orrhage from the urinary tract, to not overlook 
syphilis, particularly of the kidneyand possibly 
of the bladder. I have communicated freely 
with a number of my colleagues, especially 
genito-urinary surgeons, and they have all told 
me that my case is unique and the only one on 
record as far as they knew. 


405 Hitchcock Building. 
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BISMUTH POISONING. 


By GEORGE B. LAWSON, A.M., M.D., 
Roanoke, Va. 


Bismuth Subnitrate, according to some au- 
thors, has been in use in internal medicine 
for several hundred years. According to 
Rokk it was introduced by Odien and Delar- 
oshen about a century ago. Its value in inter- 
nal medicine has been atributed to its insolu- 
bility, its non-absorption by the tissues, and to 
its local healing and protective action. It has 
been and is still a rather general idea that bis- 
muth internally has no toxic action and no bad 
results except sometimes lumping in intestines. 
However, occasionally all through the medical 
literature we find recorded a few cases of 
poisoning from its use. From the frequent 
presence of impurities in bismuth, especially 
arsenic, the toxic symptoms from its use have 
generally been attributed to the presence of 
impurities. 

For almost a hundred years certain experi- 
menters have shown its harmful properties 
under certain conditions. Orfila (1) as far 
back as 1818, experimenting with dogs showed 
that it had some corrosive action on the stom- 
ach, and that when used in large amounts on a 
wound it caused death 20-40 hours. Later 
he showed that it was found 1n liver, stomach 
wall, spleen and urine after large doses. Still 
later, other experimenters have even found 
bismuth in the milk. 

Feder-Meyer in 1879 (2) used bismuth 
ammonium citrate hypodermically in rabbits 
thus causing tenesmus, diarrhoea, incoordina- 
tion, slow pulse, slow respiration. and death. 
After the injection of small doses daily, the 
animal showed emaciation, pus in urine, in- 
tense pigmentation and ulcers of the stomach, 
small, and large intestines with fatty degener- 
ation of uriniferous tubules. 

One of the earliest cases of poisoning in 
man is reported by Kerner. (3) A man of 40 
years took together bismuth subnitrate and 
cream of tartar, with death on the goth day, 
with abdominal pain, decreased urine output 


and with sloughing of the tonsils, uvula base 
of tongue, with inflammation and maceration 
of entire intestinal tract. He discussed the 
conditions in which bismuth subnitrate was 
soluble and showed that this drug when com- 
bined with cream of tartar caused marked 
toxic symptoms. 

Bismuth can hardly be said to have had a 
place in surgery until 1880, in the days of anti- 
sepsis when Kocher (4) trying to get primary 
healing, used bismuth subnitrate both in the 
wounds and on the dressings. He used this 
in a large number of cases, at first with the 
idea that there was no absorption; but out of 
this number he reports six cases of poisoning ; 
one of these finally died. From the above 
study Kocher has brought out the classical 
symptoms of bismuth poison, gastric pain, 
diarrhoea, swelling of the gums, tongue and 
pharynx, loosening of the teeth, then a desqua- 
mative nephritis with fine granular casts, and 
kidney epithelium in the urine, with marked 
black dyeing of gums, stomach and intestines. 
The above symptoms were obtained with the 
use of the drug in wounds, while at the same 
time there was none used by mouth. 

Rokk—1870, (5) studying the action of bis- 
muth subnitrate taken by mouth, found that 
in a few large doses it caused some inflam- 
mation of the stomach while in small doses 
continued for a long time, as much as three 
months, it caused emaciation, loss of energy, 
changes in the alimentary tract, varying from 
slight hyperaemia to marked ulceration, with 
frequent casts in the urine, also a blister lik 
rash in some cases. 

Probably the most thorough experimental 
work that has ever been done along this line, 
was made by Steinfeld and Meyer, (6) who 
used Bi 203 hypodermically. These authors 
showed that bismuth if injected in large doses 
gave muscular incoordination, weakness and 
death in a short time, while with repeated 
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small doses the same symptoms were mani- 
fested as was brought out by Kocher. Some 
cases showed bloody diarrhoea and tenesmus. 

For the last few years bismuth has been 
used in surgery to a certain extent as a dress- 
ing for burns, and superficial wounds, etc. 

In the last few years, Beck (7) using bis- 
muth subnitrate for Tubercular sinuses in 
X-Ray work found that there was marke.l 
healing action from its use, and for this reason 
began to use it as a paste quite generally for 
Tb sinuses. Lately this paste has come into 
quite general use, and most of the reports on 
it are very favorable. 

Somewhat later, Joseph Beck (8) published 
reports of the use of this paste in nose and 
throat work and it seemed by these reports, to 
be almost a panacea for very many nose and 
throat diseases. 

Only few cases of bismuth poisoning have 
been reported until the bismuth paste com- 
menced to be used, but from the wide use of 
this paste and from the introduction in some 
cases of comparatively large amounts of bis- 
muth in almost closed cavities, the cases of 
poisoning became rather frequent. In such 
case the bismuth has had to be washed out of 
the cavities with olive oil. In some cases with 
toxic symptoms there has been only a small 
amount of bismuth used. Dorn (9) reports 
one case of poisoning after the injection of the 
paste in a knee joint. Kaufmar (10) reports 
two cases of poisoning with one fatality. 

Poisoning from the subnitrate part of the 
compound seems to have attracted very little 
atention. Maxson (11) reports two cases in 
which Squibb’s bismuth caused cyanosis and 
garlicky breath. A few weeks later one of the 
same cases was put on bismuth again, with the 
same results as before. He calls to mind the 
old teaching that bismuth when it passes 
through the intestines unchanged is toxic, but 
if the sulphide is formed it is not toxic. 

Beck (12) in an admirable article has re- 
viewed bismuth subnitrate poisoning from the 
bismuth standpoint and from the subnitrate 
standpoint. He reports several additional 


cases of his own. 
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The action of bismuth subnitrate in wounds 
is not known. From the size of the crystals 
we know that it cannot be picked up and carried 
by the circulation to distant parts. Some 
soluble form of bismuth must be formed by 
contact with the tissues. One can hardly see 
how a drug with such large crystals can form 
very much of a protective coating in the stom- 
ach. If bismuth subnitrate is mixed with vari- 
ous percentages of hydrochloric acid, filtered 
and tested with sulphurated hydrogen, one 
finds that the bismuth is partly dissolved by a 
little less than 1 percent of hydrochloric acid, 
and as the percentage of hydrochloric is in- 
creased, the precipitation from the filtrate is 
markedly increased. It might be that the 
crystals of bismuth subnitrate have no effect 
whatever in gastric intestinal cases, but that 
the good effect is due to the formation of 
small amounts of soluble bismuth or of finer 
particles in the form of the sulphide. 

Bismuth subnitrate is not generally regarded 
as an antiseptic. However, Kocher in his at- 
tempts to get healing without suppuration and 
drainage, used bismuth in wounds and as a 
dressing. Schuler in 1885 (13) showed that 
when urine, blood and finely divided flesh 
were each mixed with bismuth subnitrate, pu- 
trefaction set in much later than it did in con- 
trols without bismuth. In 1896 P. Carles (14) 
considered bismuth subnitrate a rather strong 
antiseptic (when not mixed with the carbon- 
ate) ; in contact with water or aqueous secre- 
tion breaking up in bismuth oxide and nitric 
acid. Hydrogen sulphide in small intestines 
causes evolution of nitrous vapor. 

As the value of bismuth paste in sinuses, 
our own experience has not been sufficiently 
wide to say definitely, but the majority of 
users speak very highly of it. Steinman (15) 
gets no good results from the use of the paste 
and says that it is dangerous in cases with ele- 
vation of temperature and in cases with much 
secretion. 

Our own case of bismuth poison is as fol- 
lows: 

L. V. Male, age 27—Pneumonia on right 
side April 1904, followed by empyemia which 
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discharged into one of the bronchi. Patient 
was not operated on at this time. In May 
1909 a swelling commenced about 4th and sth 
right intercostal spaces inside of nipple line 
on right side. This was incised and pus evacu- 
ated. 

Patient admitted to Jefferson Hospital, 
Roanoke, Va., Oct. 16, 1909. Still expectora- 
ting large quantities of pus. He had dullness 
at base with several discharging sinuses in 
front. Reaction of rib was done _ by 
Dr. Trout in October, 1909, with evacu- 
ation of considerable pus cavity. After 
this cough and _ expectoration stopped, 
also the sinuses in front healed up. 
Two weeks after operation bismuth injections 
(Beck’s Paste, 33 percent bismuth subnitrate) 
were begun. Seven injections of one ounce 
each were used with four days in first interval 
and ten days between the other injections. 

After the 6th injection patient noticed slight 

pain in abdomen, sore gums and blackness of 
gums. This lasted according to his account 
four days. 
' The next day after the last injection, patient 
hoticed pain in abdomen under left costal mar- 
gin, head felt full. Patient felt drowsy, had 
no appetite, felt weak and “no account.” 

Two days after last injection patient’s 
mouth got very sore, “slobbered” all the time, 
gums and inside of cheeks got black. Tender 
on pressure along lower costal margin. This 
condition lasted about ten days and improved, 
however, about January, 1910, after two weeks 
of improvement and without any further injec- 
tions patient again showed marked symptoms, 
gums got sore, felt bad with loss of appetite. 
Pain and tenderness along costal margin, more 
especially on right side. Urine showed albu- 
men and graoular casts. On Jan. 26th the 


cavity was washed out thoroughly at different 
times with olive oil. Patient seen agar’ March 
14-10. During this preceeding time patient 
had periods of depression and loss of appetite, 
alternating with periods of well being. Pa- 
tient thought there was very great increase of 
wax in ears. 
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At this time still had marked stomatitis, re- 
traction of the gums with black pigmextation 
of gums and mucous membrane ot mouth. 

Urine still showed albumen and casts. 
Proctoscope showed no pigmentation of 
rectum. 

March 20, 1910, patient had severe attack 
of pain in sacral region, radiating into lumbar 
muscles. This lasted about two weeks. Pa- 
tient was weak, very nervous, appetite poor. 

July 9-10. Patient still nervous, appetite 
good, sinus from operation discharging very 
little, gums black, and receding from teeth, 
mucous membrane of cheeks in contact with 
gums and teeth dyed black. Examination of 
larynx and ear drums was negative, urine 
showed very faint albumen and very few 
hyaline casts. 

Aug. 16, 1910, patient in good physical con- 
dition. Only slight black line on gums. 

This case is interesting because it showed 
toxic exacerbation even when no fresh injec- 
tions of bismuth were made and because of the 
duration of stomatitis, over five months, even 
when as much bismuth as possible had been 
washed out. 

Bismuth is used for X-Ray work and for 
its therapeutic value. In outlining sinuses and 
in gastrointestinal X-Ray work substances 
other than bismuth may be used. Thus Teage 
(16) used magnetic oxide of iron suspended 
in I percent tragacanth and claims that this 
will stay in suspension for hours. 

In therapeutic usés in surgery one should 
not inject more than an ounce ot the paste at 
one time and one should bear in mind that the 
bismuth must be washed out should any toxic 


symptoms occur. 

1 and 2. Quoted by Meyer 

2. Neue Jahrbucher der deutschen Medicin und 
Chiurgie, Heidelberg, 1829. 
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SUPPURATIVE PERITONITIS. 

J. E. Allaben, Rockford, Ill. (Journal A. M. 
l., March 19), advises for the treatment of 
suppurative peritonitis the putting and keep- 
ing of the patient in the Fowler position, colo- 
nic irrigation by way of the cecum and drain- 
age of the peritoneal cavity. Pus does not 
itself absorb except under pressure, and in 
the peritoneal cavity absorption occurs mainly 
or almost wholly by the peritoneum of the 
diaphragm which is largely avoided by the 
above measures. He has employed this meth- 
od in two cases, one of acute perforating gas- 
tric ulcer in which the patient made a good 
recovery, and the other a case of acute per- 
forating gangrenous appendicitis in which the 
patient died five weeks after the operation 
from multiple abscess of the liver due to pyle- 
phlebitis involving the ileocecal and portal 
veins. In neither case was there any attempt 
on the part of the peritoneum to limit the 
spread of the infection. The peritonitis in 
both cases disappeared rapidly after appendi- 
costomy or cecostomy and the above-men- 
tioned measures, though in the one case the 
pelvis and lower abdomen were full of pus 
and gastric contents and in the other there 
was free pus in the abdomen and the cecum 
had apparently a lowered vitality. The dis- 
advantages of the treatment are given by him 
as possible leakage of physiologic salt solution 


and feces into the peritoneal cavity, complica- 
tions from a fixed position of the cecum, and 

the danger of persistent fecal fistula. ‘As..a 
precaution against leakage he uses a fine cat- 
gut suture passed through the serous and mus- 
cular coat of the cecum and appendix stump 
and through the wall of the catheter. The 
second objection he thinks can be rarely real-: 
ized, but the fear of a persistent fecal fistula, 
has a more rational foundation. Where the 
stump of the appendix can be utilized the 
danger he thinks is less than in cecostomy. 

With greater experience, he thinks, and with’ 
the resulting improved technic, this danger 
will become less probable. The advantages of: 
the operation are summed up as ‘follows: ‘‘I.; 

Large quantities of hot normal salt solution, 

may be rapidly introduced into the circula-" 
tion, immediately after operation, overcoming’ 
shock, quenching thirst and eliminating’ tox-’ 
ins. 2. The solution is brought immediately” 
into contact with the portion of the alimentary: ; 
canal most favorably for absorption. 3. In; ; 
testinal paresis due to retention of gases is. 
avoided and early normal evacuation of the 
bowels is favored. 4. Early relief of toxemia’ 
is secured by drainage through the catheter’ 
of bacteria-laden feces. 5. The unpleasant 


and uncertain features of proctoclysis are. 
eliminated, and predigested foods may be ad- 
ministered in definite quantities.” 
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THE SOUTHERN MEDICAL ASSO- 
CIATION. 
The profession of Nashville is looking for- 


ward with great interest to the approaching 


meeting of the Southern Medical Association, 
which convenes in this city November 8, 9 and 
10. Nashville has long been one of the medi- 
cal Meccas of the South and Southwest. Per- 
haps as large a number of the members of 
this association are alumni of the medical col- 
leges of Nashville as from those of any othe) 
Southern city. It will indeed be a “home- 
coming” for many of them who remember 
with great affection the scenes and incidents 
of their medical college days. Nashville is 
unique among the cities of the South in hav- 
ing furnished three Presidents to the American 
Medical Association—James K. Bowling, Paul 
F. Eve, Sr., and Wm. T. Briggs. It had the 


honor of entertaining that association in 1889 - 


and now welcomes with enthusiasm the com- 
ing of this daughter association. 

The Southern Medical Association is one 
of the most flourishing and efficient of the 
various departments of the national body. It 
has a wonderful field of usefulness and the 
coming session bids fair to be unprecedented 
in the wealth of scientific matter which will be 
presented. The practical value of a meeting 
of this sort to the profession can scarcely be 


overestimated. 
Nashville has just opened its new million- 
dollar hotel, which will be a delightful place 
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for headquarters, and will afford as pleasing 
entertainment and accommodations as any 
hotel in the country. 

Tue SouTHEeRN MepicaLt JouRNAL wel- 
comes with outstretched arms the coming 
of the Southern Medical Association, and on 
behalf and in the name of the profession of 
Nashville and Tennessee extends a heartfelt 
invitation to its members throughout the 
Southland. Come and participate in the grand 


reunion and scientific program! 
W. D. H. 


DR. WILLIAM LITTERER HONORED. 
It came as a pleasing surprise and appre- 
ciated compliment when the news was re- 
ceived of the elevation of Dr. William Lit- 
terer to the chairmanship of the Section on 
Medicine in the Southern Medical Association 
in the place of Dr. George Dock, who resigned. 
Dr. Dock has accepted the Deanship and 
Head of the Department of Medicine in the 
Washington University at St. Louis, and tech- 
nically is out of the geographical limits of the 
Association, which we much regret. 

The recognition of the sterling ability and 
scientific earnestness of Dr. Litterer on the 
part of his associates is a gratifying tribute to 
the worth and esteem in which our colleague is 
held by all who know him. It is a deserved 
commendation of the unflagging enthusiasm 
which he has ever manifested in scientific med- 
icine. His work has been prodigious, and for 
a young man the net results have been con- 
siderable. His original investigation as a 
pathologist upon actinomycosis has placed him 
in the front rank of American investigators. 
He was among the first to take up the serum 
diagnosis of syphilis and has done much in a 
Nractical way in the employment of the Pasteur 
treatment for rabies. 

He has been in the forefront of the vaccine 
sera investigations. 

He has been honored before by the local 
organizations, and this larger meed of prefer- 
ment is a graceful and well earned tribute. 

W. D. H. 
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EDITORIAL. 


DEFEAT FOR OSTEOPATHS IN NEW 
YORK. 
The osteopaths received a setback recently, 


according to the New York Sun, in their 
fight for recognition by the Board of Health, 
as regular medical practitioners, through a 
decision handed down by Supreme Court Jus- 
tice Putnam, in Brooklyn, in the case of Dr. 
Charles F. Bandel, one of those who applied 
some weeks ago for a mandamus to compel 
the board to grant a burial permit on a death 
certificate presented by him. Justice Putnam 
sustained the demurrer interposed by the cor- 
poration counsel. He says in his memorandum 
accompanying the decision: 

“While the State has wisely allowed the prac- 
tice of osteopathy, it does not follow that it 
thereby holds out one, without any practice in 
surgery or experience in prescribing drugs, as 
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fully qualified to certify the cause of death. 
Indeed, it is not certain that a board of health 
would be compelled to take the certificate of 
death of all licensed physicians in the event of 
an epidemic or the spread of some new and 
mysterious disease. 

“Granted that the theoretical education of the 
osteopath is of a standard equal to that of a 
doctor of medicine, after he enters on his pro- 
fession, his practice is restricted, so that it does 
not appear that he can make the tests by ex- 
amination of blood and tissues by which alone 
many diseases can be certainly detected. 

“The sanitary code is discriminatory, but the 
discrimination is not personal and arbitrary. 
It is based on a limitation which the osteopath 
may be said to make for himself, and deprives 
him of no rights which he ought to exercise 
consistent with the public safety.” 


BOOK REVIEWS 


SURGERY AND PATHOLOGY OF THE THYROID 
AND PaRATHYROID GLANDS By A. J. Ochs- 
ner, A.M., M.D., LL.D., and Ralph L. 
Thompson, A.M., M.D. Published by the 
C. V. Mosby Co., of St. Louis. 

This text, by virtue of its title, might lead 
the public to believe that the subject matter 
covered would be of interest and value only to 
surgeons. Such is not the case. It covers the 

‘field of literature pertaining to thyroid and 

parathyroid pathology, symptomatology and 

experimentation in quite as thorough a man- 
ner as that of therapeutic relief for conditions 
growing out of changes arising in the thyroid 
and parathyroids, and only a portion, I might 
say a small portion, of this therapy is surgical 
as yet. Hence the work will not only interest, 
but will be of practical value to surgeons and 
physicians alike who are of necessity inter- 
ested in the diagnosis and relief of the many 
obscure lesions which have a direct or appar- 
ently an indirect connection with these glands. 


Unlike the usual text, this does not pertain 
to a completely worked out field, but to new 
work, more especially as concerns the para- 
thyroids. So while some of the subject-mat- 
ter is dealt with in a very definite manner 
there is much of the book necessarily devotea 
to the different experimental findings and the 
conclusions of the various experimenters, 
drawn from their observations. When a 
question is doubtful, as many are, especially 
if it relates to the parathyroids, the authors 
give every claimant fair treatment by putting 
his views forward clearly and concisely, often 
quoting his words extensively. Consequently 
the book not only teaches us as far as we may 
be taught accurately, but it refuses to mislead 
by drawing hasty conclusions from inadequate 
data. Shortly it is to be hoped that much 
now in dispute may be settled definitely, but 
Drs. Ochsner and Thompson have wisely left 
all uncertainties to be settled in a scientific 
manner. 
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It is to be regretted that a considerable 
number of typographical errors have been 
allowed to appear in this edition. 

W. A. B. 


MepicaL ELECTRICITY AND ROENTGEN Rays. 
With chapters on phototherapy and Radium. 
By Sinclair Tousey, A.M., M.D., Consulting 
Surgeon to St. Bartholomew’s Clinic, New 
York City. 750 practical illustrations, 16 in 
color. Published by W. B. Saunders Co., 
Philadelphia and London. $7.00. 


This is the first edition of this work, and it 
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is very complete in the presentation of the sub- 
ject. The writer first takes up the elementary 
principles of electricity, then the physiologic 


effects of electricity. One chapter is devoted 


to electro-pathology, including lightning 
stroke, the pathological effect of strong cur- 
rents, etc. 

The parts of the text dealing with the appli- 
cation of the high frequency currents, Roent- 
gen rays, galvanic and faradic currents, elec- 
tro diagnosis are well prepared and are up-to- 
date. The book is a valuable one and will be 
of great service to those interested in the 
subject. J. M. K. 


BOOKS RECEIVED 


THE PRACTITIONER’s CASE Book: For re- 
cording and preserving clinical histories. 
Prepared and arranged by the editorial staff 
of the Interstate Medical Journal. Imperial 
octavo ; 286 pages ; full cloth binding. Print- 
ed bond writing paper. With 80 colored 
anatomical charts (detachable), showing 
outlines of body and skeleton in light red 
and the viscera in pale blue. Index for list- 
ing patients both by name and case number. 
St. Louis: Interstate Medical Journal Co. 
1910. Price, postpaid, $2.00. 


Hookworm Disease. Etiology, pathology, 
diagnosis, prognosis, prophylaxis and treat- 
ment. By George Dock, A.M., M.D., Pro- 
fessor of the Theory and Practice of Medi- 
cine, Medical Department Tulane Univer- 
sity of Louisiana, New Orleans, and Chas. 
C. Bass, M.D., Instructor of Clinical Micro- 
scopy and Clinical Medicine, Medical De- 
partment Tulane University of Louisiana, 
New Orleans. 250 pages, royal octavo. 50 
illustrations, including one colored plate. 
Price, $2.50. C. V. Mosby Co., St. Louis, 
publishers. 
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ABSTRACTS OF CURRENT LITERATURE 


TRANSMISSION OF INFECTIOUS DISEASES. 

Our ideas concerning the methods of trans- 
mission of various infectious diseases have 
undergone alteration in the past few years, 
and we now need a readjustment with the 
means taken to prevent the spread of diseases, 
(Writes Ruhral in Progressive Med., March 
I, 1910) There have peen a number of 
articles writen concerning these points, among 
which may be mentioned those of Doty, *, 
Edsall, ** and Chapin, ***. 

Infectious diseases are transmitted in sev- 
_ eral ways. In some instances an intermediate 
host is required, usually an insect which takes 
the infectious material into its body and trans- 
mits it later on fo human beings. The patient 
may transmit the disease directly, as is most 
frequently the case; for example, a case of 
diphtheria or measles mingling intimately 
with other people may infect a large number 
of individuals very easily. The cases which 
are most liable to transmit the disease, because 
they are unrecognized, are the mild, the con- 
valescent, and the atypical cases. Again, the 
disease may be transmitted by an individual 
apparently in perfect health who has been as- 
sociated with some one with the disease, and 
harbors in his mouth or elsewhere the disease- 
producing germs. Such an individual is call- 
ed a disease carrier. The disease may also 
be transmitted by objects which have come in 
contact with the sick person or his discharges, 
and such objects are spoken of under the gen- 
eral head of fomites. Lastly, the disease may 
be transmitted ‘through the air, but this hap- 
pens very rarely, and only under exceptional 
circumstances. 

To correctly prevent the spread of any given 

* The Means by Which Infectious Diseases 
Are Transmitted. The American Journal of the 
Medical Sciences, July 1909, p. 30. 

** Prophylaxis Against Infectious Diseases 
from the Standpoint of the Practitioner. Journal 


of the American Medical Association, January 9, 


p. 128. 

*** Air Infections of Minor Importance. Jour- 
nal of the American Medical Association, Decem- 
ber 12, 1908, p. 2048. 


disease it is necessary to know the cause and 
how it is transmitted. Three examples of 
changes in our ideas regarding the transmis- 
sion of disease are afforded in the instances of 
malaria, yellow fever, and bubonic plague. In 
the case of the first, for many centuries trans- 
mission was blamed upon the air; in fact, the 
very name of the disease indicates thi: and 
even today in malarial districts people are 
warned against breathing the night air. We 
now know that malaria is only transmitted by 
means of the mosquito, and where this factor 
is eliminated the disease stops spreading. 

In the case of yellow. fever, transmission 
was thought to be by the air, but especially by 
fomites, hence the severe and unjust quaran- 
tine regulations. We now know that the dis- 
ease is only transmitted through the mosquito, 
and the protection of individuals from mos- 
quitoes in a rational manner is all that is neces- 
sary. The brilliant results obtained in Havana 
and Panama are too well known to need more 
than mention. 

In the case of plague, the disease ‘s trans- 
mitted by rats and fleas and fomites probably 
play either a very minor role or none at all. 

As regards the transmission of disease 
through the air, it is quite safe to say that all 
cases reported pretending to prove that dis- 
eases are carried through the air for any dis- 
tance are usually erroneous observations, and 
where careful investigation has been carried 
out, it has usually been found that disease has 
been carried in some other way. I think it is 
quite safe to assert that diseases are not car- 
ried through the air, with the possible excep- 
tion of measles and chickenpox, and in these 
diseases the range is but a small one. In 
whooping cough, during the puroxysm, the pa- 
tient causes a small spray ot mucus and saliva, 
which may infect the air for a short time for 
a few feet in front of him. 

In regard to fomites, as Doty points out, 
there is probably little or no danger from rags, 
money, and similar things. Bank clerks and 
rag pickers do not suffer from infectious dis- 
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eases any more than other individuals. 
Articles soiled by coming in contact with pa- 
tients with certain diseases, as typhoid fever, 
may be a source of danger, especially by in- 
fecting food or drink, but when the rational 
disinfection of such articles is car:ied out, 
therse is, of course, no danger 1rom them. 

A fact which has recently been studied very 
extensively are so-called carriers of infection 
who are responsible for a great many epidem- 
ics. Typhoid fever, cholera, and diphtheria 
are the diseases most commonly carried in this 
manner, and it is well known that perfectly 
healthy people may harbor virulent germs . 
these diseases over long periods of time, and 
where this fact is recognized and taken ad- 
vantage of, epidemics may be promptly check- 
ed. By far the most frequent means of 
spreading infection is the patient himself. 
This brief consideration makes quite clear the 
means that ought to be used in preventing the 
spread of disease, and the methods used will 
vary, of course, slightly with the disease under 
consideration. 


In a general way, it may be stated that per’ 


sons having infectious diseases should be is 

lated. The fewer people who come in contact 
with the disease the fewer will get it. The pa- 
tient should be protected from mosquitoes, 
flies, and other insects, especially from mos- 
quitoes in case of yellow fever and malaria, 
and from flies in the case of typhoid fever and 
cholera and from fleas in case of the plague. 
All individuals coming in contact with the pa- 
tients, as nurses, physicians, and attendants, 
should not be allowed to go about if they a1° 
’ found to be carriers of infection. The prop- 
er disinfection of hands and a little care will 
usually eliminate this in most instances, but 
to be perfectly sure, bacteriological examina- 
tions would have to be made in some cases. 
The infection of towels, bedclothes, and other 
objects which come in contact with the patient 
is of particular necessity in case of most dis- 
eases, and the disinfection of the discharges 
is of especial importance in case of cholera 
and typhoid fever. Doty suggests a simple 
means of disinfecting excreta by boiling, it 


being a cheaper and more efficient method than 


the use of chemical disinfectants, which are 


rarely used in an efficient manner. 

Edsall, as well as many others, calls atten- 
tion to the necessity of educating the public, 
and we might add physicians and nurses as 
well, in the proper methods of preventing the 
spread of disease. In case of the public, the 
education should be done in such a way as to 
avoid extreme measures, and it should be 
borne in mind that among the poorer class of 
people, after a certain degree of poverty is 


reached, education is of no avail. 
Wm. L. 


POLIOMYELITIS. 
The pathology and bacteriology of acute 


poliomyelitis are discussed in a communication 
in the Journal A. M. A., September 17, by H. 
E. Robertson and A. J. Chesley, Minneapolis. 
Dr. Robertson gives a review of the literature 
and reports six cases with autopsy. rom 
these he deduces the following: ‘‘1. Acute 
anterior poliomyelitis is a specific infectious 
disease characterized pathologically by general 
toxemia affecting the parenchyma of the heart, 
liver and kidneys and the lymphoid tissues of 
the body, but spending itself locally on the 
structures of the spinal cord. 2. Grossly the 
cord is congested, and on transverse section 
shows softening and often hemorrhages in the 
gray matter of the anterior horns. 3. In the 
cord the infectious agent is located in the peri- 
vascular lymph channels of .the anterior por- 
tions, especially invading the gray matter, but 
extending to the white matter and pia and oc- 
casionally the posterior horns. The brain stem 
and basal ganglia may be involved. In the 
cord the medulla and cervical and lumbar 
swellings are particularly affected. 4. The 
characteristic lesion consists of collections of 
cells in the perivascular and pial lymph chan- 
nels and tissue spaces of the anterior horns. 
Of these cells the polymorphonuclear leuko- 
cytes appear early and are relatively few in 
number. They are soon displaced by endothe. 
lial cells arising from proliferation of the lin. 
ing endothelium and lymphocytes coming from 
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the blood and lymph streams. 5. Edema of the 
interstitial tissue and degeneration and de- 
struction of the ganglon cells are always 
present. 6. The vessels are congested, their 
walls degenerated and the capillary branches 
in the gray matter irregularly distended and 
often ruptured, giving rise to hemorrhages, 
which always intensify markedly the amount 
of destruction. Thrombosis was not observed. 
7. Early degeneration of nerve fibers from the 
anterior roots is a constant feature. 8. Stains 
for micro-organisms were uniformly negative.” 
The bacteriologic part of the report is made 
by Dr. Chesley. The observations and experi- 
ments appear to have been made with great 
care. Both lumbar puncture and specimens 
from autopsies were employed, as well as one 
inoculation into a monkey and numerous simi- 
lar ones in rabbits. The experimental work 
confirms the opinion already expressed by 
other observers that Geirsvold’s diplococcus 
is not a causative factor in the disease. The 
authors look forward for the solution of the 
etiologic problem by the workers of the Rocke- 
feller Institute, whose labors have already 
been so fruitful in enlightening us as to this 
disease. 


INFANTILE SPINAL PARALYSIS. 

The surgical treatment of infantile polio- 
myelitis is described by D. Silver, Pittsburg, 
Pa. (Journal A. M. A., September 17). The 
objects of operation are given by him substan- 
tially as follows: First, improvement of form 
in the paralyzed member by forcible correction 
(tenotomy, fasciotomy, myotomy, osteotomy, 
wedge-shaped excision of bone and bone exca- 
vation). Second, improvement of function in 
the non-deformed or corrected member: A, 
through restoration of power to the paralyzed 
muscle by nerve anastomosis ; B, resoration of 
muscle balance by muscle and tendon grafting 
and transplantation; and C, through securing 
greater stability in the paralyzed member by 
arthodesis, astragalectomy, silk ligaments, 
tenodesis, fasciodesis and removal of skin 
flaps. Each of these is taken up in detail. 


There is deformity in the majority of patients, 
and while this can be largely corrected by early, 
proper and persistent use of passive motion 
and retention apparatus, in the majority of 
cases it has been allowed to become more or 
less permanent. Any operation for the correc- 
tion of this necessarily includes long-continued 
over correction. The use of forcible correc- 
tion, tenotomy, etc., depends on the mechani- 
cal conditions to be met and the degree to 
which passive motion and mechanical appli- 
ances have failed. The reduction of deformity 
in many cases will tend to functionai improve- 
ment, and with the aid of apparatus and mus- 
cle training further operative treatment may 
not be necessary. For the improvement of 
function we have first, restoration of power 
to the paralyzed muscle by nerve anastomosis, 
but this has a more limited utility than the 
first enthusiasm for the operation seemed to 
expect. A study of the literature does not in- 
dicate that ideal results are so frequent as was 
at first thought to be the case. The earlier 
the operation the better the chance of success, 
as the muscle degenerates and it must be re- 
membered that there is chance of injury to a 
healthy nerve by the method. Over-correc- 
tion of a deformity is a necessity, and this 
should be performed prior to the nerve graft- 
ing. The upper extremity. affords the most 
favorable field for nerve anastomosis. The 
efficiency of tendon and muscle grafting for 
restoration of muscle balance has been proved 
beyond question, and the foot is preeminently 
the region where it applies. Some success also 
has been obtained at the knee, but in the region 
of the hip the results have so far been slight. 
In the complex musculature of the hand the 
chances of benefit are much less. The attempt 
to secure greater stability in the paralyzed 
member, the production of an artificial anky- 
losis is sometimes advisable. Arthrodesis 
should, however, never be employed unless the 
damage is so great that a stiff joint will be a 
lesser evil. The operation is specially adapted 
to the ankle. In the knee the decision should 
be left to the patient, and in the hip it is often 
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of distinct value, since muscle and tendon 
transplantation does not offer much in this 
region. The shoulder, when the scapular mus- 
cles are unaffected, yields at times excellent 
results. The removal of the astragalus may 
sometimes be indicated, because it is a factor 
of instability at the ankle on account of its 
lack of muscular attachments. Tendon graft- 
ing and removal of skin flaps to overcome the 
tendency of the deformity are also mentioned. 
Silver says in conclusion that it is rare to find 
an untreated patient for whom some benefit 
cannot be obtained by orthopedic surgery. 
Fortunately, this treatment is most effective 
in the region most frequently affected, the foot, 
but in all regions enough can be gained to 
make the labor worth considering; usually 
the combination of several operations or pro- 
cedures will be required. 


SyPHILITIC ARTERITIS. 

E. M. Hummel, New Orleans (Journal A. 
M. A., September 17), says that only recently 
has sufficient emphasis been placed on the ten- 
dency of specific arteritis to appear shortly 
after primary infection, and on the relative 
frequency of isolated involvement of the arte- 
rial system as a lesion of syphilis. It is now 
held that this lesion in its pure form prac- 
tically does not occur in very late syphilis, or 
more than three years after the initial lesion. 
The importance of recognition of these facts 
in the correct diagnosis and treatment of 
syphilis is sufficiently obvious. As a matter 
of course, it is essential to interpret correctly 
the symptoms of diminution of the blood sup- 
ply, as srown in neurasthenia, transient paresis, 
etc., not extending to the gravity of organic 
disease. When actual hemorrhage, softening 
or thrombosis occurs, the symptoms arg not 
specially different from those from other 
causes, excepting the tendency of syphilis to 
select the branches of the middle cerebral ar- 
tery for its attacks. In Hummel’s experience 
the involvement of the arteries supplying the 
striate body, thalamus and bulb are especially 
frequent. A detailed report of a case going on 


to autopsy is given, showing these peculiarities 
very markedly. 


EXPERIMENTAL POLIOMYELITIS IN MONKEYS 

S. Flexner and F. A. Lewis, New York 
(Journal A. M. A., August 20), contribute an 
eighth note on their experimental research on 
poliomyelitis in monkeys. It can now be ac- 
cepted as an established fact, they state, that 
human beings and monkeys who have passed 
through an attack of poliomyelitis have come 
to contain in their blood certain neutralizing 
principles for the virus of the disease which 
are demonstrable by animal tests for two or 
more years in human beings and probably are 
equally persistent in monkeys. It has been 
shown, however, that monkeys after recovery 
from poliomyelitis are highly refractory to re- 


inoculation with the disease, and it is probable 


that recovered human beings are similarly 
protected. A strong active immunity has been 
conferred. Recovery from the disease, how- 
ever, is not the only way to obtain immunity, 
as it has been proved possible to make immune 
monkeys actively by infection into the subcu- 
taneous tissue, either of a full strength virus 
or that which has been modified by chemicals 
like glycerin. This, however, is not uniformly 
safe, since some of the animals do not develop 
a strong immunity, but develop paralysis from 


the treatment. The test of this active immuni- 


ty, as published, consisted in the power to re- 
sist. a large intracerebral injection of 
the filtrate that in far smaller quan- 
tities produces paralysis in the  con- 


trol animal. It has been shown that the blood 


serum of human beings and monkeys recover- 
ed from the disease contains neutralizing prin- 
ciples for the virus lacking in normal serum, 
and it is safe to assume that these neutralizing 
substances are responsible for the immunity. 
Like substances, therefore, should be found in 
the serum of animals directly actively immun- 
ized which have not gone through an atack of 
poliomyelitis. When an active filtrate contain- 
ing virus is mixed with the serum of actively 
immunized monkeys and inoculated for a 
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period of 37 C., it no longer causes paralysis 
in normal monkeys from intracerebal injection. 
In the previous neutralization experiments the 
serum had been taken from monkeys in which, 
after recovery, reinforcement of the immunity 
had been attempted, either purposely by subse- 
quent injection of active virus, or circumstan- 
tially produced by other experiments on im- 
munity to infection. The authors have since 
ascertained that reinforcement is not necessary 
and the animals act as human beings do in re- 
spect to the disease, possessing immunity after 
recovery. The test would also indicate the 
previous occurrence of any typical attack of 
poliomyelitis otherwise unrecognized. In the 
last published communication the authors 
pointed out that the serum of monkeys recov- 
ered from poliomyelitis possessed therapeutic 
properties for the experimental disease. They 
have since ascertained that the serum of direc- 
ly immunized monkeys possesses like thera- 
peutic properties. It can now be stated that 
the human serum derived from children also 
has a therapuetic value. It has been repeat- 
edly observed that failure to develop paralysis 
after an intracerebral inoculation of an active 
virus does not increase resistance in monkeys 
to infection by the same route. The animals 
that have once withstood an inoculation, react 
on another occasion like the control animals, 
and no explanation for this has been found. 
Monkeys that have been protected from 
paralysis by the employment of mixtures of 
virus and immune serum or subarachnoid in- 
jections of immune serum do not show any 
unusual resistance to subsequent intracerebral 
injections of active virus, from several weeks 
to 4 or 5 months after the original experi- 
ments. Three important points are developed 
by this fact: Neutralized mixtures of virus 
and immune serums do not lead to any degree 
of active immunization ; the therapeutic action 
of the serum is associated with restraint of 
multiplication of the virus, such as would be 
required to establish any grade of active im- 
munity ; and a simple passive immunity is eith- 
er not produced by the serum injection or is 


of brief duration or of small amount. The au- 
thors are still seeking for an immune serum 
for the treatment of poliomyelitis. They 
have found normal sheep serum to have a 
definite though slight: neutralizing power for 
the filtered virus, and this is augmented by 
injection of emulsions of the spinal cord and 
brain of recently paralyzed monkeys into the 
sheep. The serum treatment of poliomyelitis 
is still in the experimental stage and the out- 
come cannot yet be predicted. 


GONORRHEA IN CHILDREN. 

The statistics of the Vanderbilt clinic in 
New York during the past three years are an- 
alyzed by B. W. Hamilton, New York (Jour- 
nal A. M. A., April 9), who notes a surpris- 
ing increase in the number of cases of vaginal 
gonococcus infection revealed by a more care- 
ful scrutiny of little children coming to the 
clinic as outpatients. Their treatment has be- 
come a problem of much importance. He de- 
scribes the methods of examining the children. 
In 40 cases in which the upper portion of the 
vagina was tested, gonococci were found in 
every one. Of the 344 cases observed the 
average age was 5.1 years. Ophthalmia from 
autoinfection was rare, occurring in only 4 
cases. Arthritis was observed in 3, but there 
were probably more cases than could not be 
traced. Nocturnal enuresis, not pre-existing, 
was present in 10 cases. Inguinal adenitis was 
very rare and observed only twice. There 
were no cases of cystitis or urethritis observed, 
nor a single instance of pelvic or general peri- 
tonitis, though such cases have been observed 
by others. Two methods of treatment were 
employed—irrigations and  vaccines—and 
methods are described. In the vaccine treat- 
ment the opsonic index is not taken, except 
in a few early cases, as there seems to be little 
relation between the index and the vaginal 
discharge. Three separate vaccines were 


used: one prepared by Dr. R. B. Lamar of the 
Rockefeller Institute for Medical Research, 
another from a stock culture at the Presby- 
terian Hospital, both of these having a 
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strength of 100,000,000 to I c. c., and stock 
vaccines prepared by Parke, Davis & Co. of 
strengths, respectively, of 50,000,000, 100,000,- 
000 and 500,000,000 per c. c. In the majority 
of cases, regardless of age (except under 6 
months), the treatment was started by an in- 
jection of 50,000,000 every fifth day, increas- 
ing the dose by 10,000,000 until 5 injections 
had been given, when the interval was made 
10 days. In most of the acute cases 6 injec- 
tions sufficed for a cure. In those of long 
standing, further injections, bringing the dos- 
age up to 200,000,000, were required. Care 
was taken to insure the completeness of the 
cure. The conclusions are summed up as fol- 
lows: “Vaccine therapy has a place in the 
treatment of this infection in little children 
for the following reasons: 1. The short time 
required for a cure in over 85 per cent. of 
cases. 2. The case of administration of the 
vaccine: no special apparatus or knowledge of 
technic being necessary. 3. The vaccine is 
apparently harmless when used under aseptic 
precautions. 4. It is not necessary to take 
the opsonic index, with its complicated technic. 
5. It eliminates irrigations, which direct the 
child’s attention to its genitals, at times en- 
couraging precocious masturbation. The fre- 
quent douches necessary in the irrigation treat- 
ment will, with the best care and gentleness, 
produce some injury when continued over a 
long period of time.” 


RENAL TUBERCULOSIS. 

The importance of the early diagnosis oi 
renal tuberculosis is emphasized by Dean 
Loree, Ann Arbor (Journal A.M. A., April 
16), who points out that the disease in its 
beginning presents bladder rather than kidney 
symptoms, hence the error of the earlier writ- 
ers in deeming the bladder to be primarily in- 
fected. Recent investigation, aided by the 
urethral catheter, has proved the hemitogenous 
origin of the disease. Patients presenting 
themselves to the physician with frequent 
painful or burning micturition without defi- 
nite origin should excite suspicion of tubercu- 
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losis, and a very rigid physical examination 
should be made of the lungs as well as of the 
genitals. Early symptoms in the kidney region 
are of less value, as slight pain and enlarge- 
ment may mean only hypertrophy of the sound 
side. Goereat diagnostic importance is at- 
tributed by Fenwick of London to a thickened 
ureter in the female if combined with a dis- 
placed and contracted urethral orifice. Much 
can be learned by the use of the cystoscope, 
and the localization of the disease is only 
possible with the ureteral catheterization. The 
use of these instruments, however, is some- 
times difficult on account of the disease. At 
the onset of the irritation the bladder mucosa 
is much inflamed and congested, rendering the 
use of the instruments difficult until the condi- 
tion has been altered by irrigation treatment. 
When the bladder involvement is superficial, 
it shows a strong tendency to heal on removal 
of the kidney focus, but the more persistent 
conditions call for more heroic treatment. He 
discontinued the use of carbolic acid on ac- 
count of the pain produced but has recently 
entployed it again in smaller amounts, allow- 
ing it to remain in the bladder but a few sec- 
onds and washing out the excess with a 30 
per cent. alcohol solution. A tolerance can 
thus be secured and the full amount used later. 
The positive diagnosis of renal tuberculosis re- 
quires competent bacteriologic and chemical 
examination. In most expert hands the ba- 
cilli can be demonstrated in from 75 to 80 per 
cent. Not less than three ounces of urine 
should be sent to the laboratory, after having 
been drawn with proper aseptic precautions. 
Bacteriuria without kidney lesions is possible, 
so it, alone, without pus, is of little diagnos- 
tic significance. Tuberculin for diagnosis h. 

little value compared with laboratory meth- 
ods. With rare exceptions unilateral tubercu- 
losis with the other kidney functioning calls 
for nephrectomy but many patients are too 
far-advanced and nephrotomy, or the opening 
of an abscess, is a life-saving measure. He 
does not agree with the notion that the kidney 
always must be removed and he thinks that 
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with the means for early diagnosis more gen- 
eral operative cases will be less frequent. A 
case treated successfully without operation is 
reported. 


SYPHILIS AND THE NEGRO. 

G. W. Murrell, Richmond, Va. (Journal A. 
M. A., March 12), points out the disadvan- 
tages of the lack of vital statistics of the negro 
of the south as leading to a misunderstanding 
of southern conditions. He makes a compari- 
son of the negro of 1859 and the negro of 


"1909, especially in the matter of sexual disease, 


greatly to the disadvantage of the latter, and 
says that disease and dissipation have done 
their work only too well. Insanity has increasea 
over 1,000 per cent. in flfty years. The high 
birth-rate immediately following the emanci- 
pation has decreased to barely one-fourth of 
what it was. Morality is very low, and spe- 
cific diseases have consequently increased and 
become almost universal. The peresent de- 
generate negro dies faster and has fewer chil- 
dren than his ancestors. It is his honest be- 
lief, Murrell says, that in another 50 years 
we will find an uninfected negro a freak. Re- 
ligion does not seem to help the negro, as he 
has altered the decalogue to suit his conditions. 
Murrell considers syphilis a far more common 
scourge than tuberculosis and the subjects of 
one have often to combat the other also. The 
disease, he says, is most severe in its manifes- 
tations in the negro and his hygienic habits are 
as bad as can be. There is a special tendency 
to the papular-serpiginiform formations 
around the mucous outlets. On account of 
the almost invatiable only partial treatment 
there is a great predominance of relapsing 
syphilids. Mucous patches are not so com- 
mon, on account of the better average teeth 
of the negro. Murrell claims that serum treat- 
ment in some form is the only hope of eradi- 
cating the disease from the race and it would 
have to be compulsory. In treating the negro 
one must do nothing to give him pain, such 
as hypodermic injections, nor will he do any- 
thing so troublesome as the application of in- 
unctions. With him it is treatment by the 


mouth or nothing. The disease, he thinks, 1: 
a social menace and the future of the negro 
lies more in the research laboratory than in the ~ 
schools. Murrell sees no good in his citizen- 
ship. He needs a paternal government. Fifty 
years more, he thinks, will give us another 
type, more puzzling than those we have now 
and a still more serious problem. 


PELLAGRA. 

J. D. Long, Washington, D. C. (Journal A. 
M. A., August 27), offers a working hypothe- 
sis of the cause of pellagra. It is as follows: 
“Pellagra is a disease resulting from an in- 
jury to the intestinal mucous membrane, pro- 
duced by the ameba. As a result of the ulcer-° 
ation there is an inflammatory process extend- 
ing throughout the alimentary tract which in- 
terferes with the absorptive power of the in- 
testine and the manufacture of the digestive 
ferments normally produced in the intestines. 
Later, owing to long-continued inflan:mation 
in the intestine, the pancreas and liver undergo 
inflammatory change which interferes with 
the quality and quantity of the digestive juices 
that they produce, with the result that the food 
ingested is improperly digested. The presence 
in the intestine of undigested food favors fer- 
mentation and putrefication of its elements, 
with the production of certain toxins, ptomains 
and intermediate products of digestion which 
are harmful to the body.” The insanity of 
pellagra was assumed to be due to the severe 
and long continued toxemia and the skin le- 
sions to the mechanical pressure on the nerves 
and their degeneration as a result of the tox- 
emia. This mechanical pressure on the nerves 
was assumed to be due to some kind of deposit 
on the articular surface of the vertebrae en- 
crouching on their exit from the vertebral 
canal and causing the degeneration found in 
the cord. The seasonal occurrence of the dis- 
ease was assumed to be due to the extremes of 
atmospheric temperature occurring in the 
spring and fall when pellagra most manifests 
itself. These render the cases much more 


toxic and the patients become delirious. He 
treated 25 patients on the basis of this hypothe- 
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sis, giving enemas of quinin bisulphate, with 
regulated diet, pancreatin, sodium carbonate 
and small doses of salts to produce one or two 
bowel movements a day aside from the effects 
of the enema. The deposits were treated with 
inunctions of mercury and the internal use of 
iodid pushed to the therapeutic limit. Under 
this treatment 3 patients died, 2 of amebic dys- 
entary after the pellagra lesions had disap- 
peared, I2 patients improved in varying de- 
grees, and 6 more improved and continued to 
improve, 4 recovered, all symptoms of pellagra 
disappearing except a slight increase in the pa- 
tellar reflex. While his studies, he thinks, are 
suggestive, no conclusions can be drawn as 
yet; much longer and more detailed studies 
will we required. 


SPINAL Corp TuMORs. 

Pearce Bailey, New York (Journal A. M. 
A., March 12), believes that we can take a 
more hopeful view of the operative treatment 
for tumors of the spinal cord, and that the 
time has come to let up on our former con- 
servatism. Instead of questioning whether a 
tumor is present in every case of paraplegia 
without known cause, we should ask are we 
sure such a tumor is not present? He reports 
three cases of recent operation and also the 
after history of three cases in which the pa- 
tients were operated on and reports of which 
were published several years ago. As re- 
gards diagnosis he remarks that multiple scle- 
rosis may give symptoms similar to those of 
tumor of the cord, as also may Pott’s dis- 
ease, aneurism, and syringomelia. Text- 
books give so little attention to the diagnosis 
of metastases probably because they are so 
unmistakable from the history. and the local 
tenderness they produce. The diagnosis, how- 
ever, may be difficult, if the lesion is not in 
the bone or if atypical in not causing tender- 
ness. Metastases of carcinoma, especially of 
the breast and prostate, are the most frequent 
and almost always in the vertebrae. The 
mtastases of carcinoma are usually in the form 
of direct extension from neighboring parts 


and may involve or skip the bone. Hyperne- 
phromas have a predilection for the vertebrae 
in their extension. Fibromas cannot be re- 
garded as metastatic tumors, but by their 
methods of spreading and dissemination are 
important in diagnosis. Dercum has called 
attention to the fact that rapidly growing me- 
tastases of goiter may occur in the cord. Ex- 
amination of the cerebrospinal fluid is not of 
great practical value in diagnosis. It is gen- 
erally normal, except in case of acute dissem- 
inated sarcomatosis of the central nervous 
system. The Wassermann test may deter- 
mine the specific character of the tumor. One 
of the chief dfficulties in the clinical diagnosis 
of spinal cord tumors is the extreme irregular- 
ity of their course. The onset may be sudden 
but the course not necessarily rapid, and again 
they may be so rapid as to suggest an acute 
infectious disease, or they may exist unrecog- 
nized for years. History of trauma merits 
attention as they often arise after injury and 
may be aggravated by it. The general rules 
for localization are the same as for spinal dis- 
eases generally, but symptoms given by the 
vertabrae outvalue all others for focal diag- 
nosis. In view of the long intraspinal course 
of the nerve roots, especially in the dorsal 
area, it is important to determine whether 
focal symptoms come from the root or from 
the segment from which it arises. Experi- 
ence proves the truth of Brun’s law that such 
symptoms generally proceed from the seg- 
ment, i. e., that spinal cord tumors compress 
the segments of the cord rather than the roots 
that run over them. Hyperesthesia may, how- 
ever, result from pressure on the root itself. 
Too much reliance should not be placed on 
refered pains as localizing signs. They are 
apt to be too general and indefinite. In the 
lumbosacral region both cord and root symp- 
toms may be caused but tumors limited to the 
cauda give mainly sacral symptoms. The 
Brown-Sequard complex does not occur with 
tumors in this region but does in the lumbar 
region. According to Oppenheim, a tumor 
exerts its chief pressure at its upper pole, com- 
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pressing at the upper limit only, as in a case 
he reports. As regards the transverse section 
of the cord occupied, to determine whether the 
tumor is prsesing on the cord or growing in 
it or is laterally, anteriorly, or otherwise im- 
planted, it is not always possible to say. Ra- 
pidity of growth may help to determine, and 
intramedullary tumors may give rise to disso- 
ciation of sensation, but this is not very serv- 
iceable in differential diagnosis. As regards 
indications for operation, Bailey considers 
them much more positive when the tumor ap- 
pears to be in the cord itself or membranes, 
rather than in the bones. The only contrain- 
dications then are too great weakness of the 
patient or evidences of irremediable destruc- 
tion. While the chances of success are poor, 
the diagnosis of intramedullary tumor cannot 
be made during life with sufficient certainty 
to contraindicate the possibilities of good in 
the operaton. Laminectomy for spinal cord 
tumor is hazardous on account of the poor re- 
sistance of the patients. An important point 
is to operate early enough. It is well to have 
the probabilities of situation in mind, as given 
in the table of Schlesinger. Intradural tu- 
mors greatly exceed in frequency extradural 
ones and the larger proportion are ventral or 
central in situation. The chances therefore of 
its being hidden by the cord in operation are 
very slight. The dura should be opened if it 
shows no external tumor and no obstacle is 
found to a hook or:probe passed down to the 
ventral surface of the sac. The details of the 
technic are given. The author thinks more at- 
tention should be given to the escape of cere- 
brospinal fluid and questions whether some 
sudden operative deaths may not be due to 
inattention to this point. He advises opera- 
tion on a table tilted with the head down- 
ward or in the Trendelenburg position, to 
avoid this complication. After-leakage should 
never occur as it is easily avoided by careful 
suturing. 


EYE, EAR, NOSE AND THROAT. 


MENINGITIS OF OrTITIC ORIGIN. 

E. B. Dench, New York( Journal A. M. A., 
August 27), classifies meningitis of otitic or- 
igin as (1) circumscribed meningitis or epi- 
dural abscess: (2) serous meningitis; and (3) 
purulent meningitis. He says that little is to 
be said in regard to the symptomatology of 
circumscribed meningitis ; its diagnosis is made 
in most cases on the operating table. The only 
symptoms which the patients present are local- 
ized headache and slight rise of temperature, 
which, occurring in the course of acute otitis, 
warrant the surgeon in suspecting incipient 
meningeal trouble. The second and third 
forms are of more interest. Whether the in- 
flammation is serous or purulent seems to de- 
pend largely on the virulence of the infecting 
organism. It is probable that a purulent men- 
ingitis is always preceded by a serous one. In 
suspected meningitis in ear disease the laby- 
rinthine involvement should be looked for, as 
shown by disorders of equilibrium, vertigo, 
nystagmus, etc. In the early stages the nystag- 
mus may occur toward either side, but, as the 
disease progresses and the labyrinth becomes 
paralyzed, it is usually more marked toward 
the healthy side. Both the turning and caloric 
tests should be used. Later the nystagmus to- 
ward the sound side may disappear or give 
place to one toward the diseased side, positive 
evidence of a retrolabyrinthine lesion, in the 
cerebral substance or in the meninges close to 
the vestibular nerve. In adults an examina- 
tion of the hearing is important and the ap- 
pearance of a sudden and profound deafness, 
especially if accompanied with vestibular 
symptoms, should suggest beginning meningi- 
tis. Cochlear involvement ordinarily shows 
itself by deafness, loss of bone conduction and 
failure of perception of the higher musical 
tones. Many authors speak of facial paralysis 
as a symptom of meningitis, but Dench thinks 


that this is not necessarily so in 
ear disease. It is probable that a_ ser- 
ous meningitis is never fatal of itseli* 


but if it presses on to the purulent stage it is 
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more serious. A purulent meningitis may run 
« rapid or fulminating course with very few 
symptoms, causing death even within a few 
hours. In slower progressive suppurative 
types symptoms can aid the diagnosis. In 
adults in severe cases headache is prominent, 
usually general and severe. Vomiting often 
occurs, ordinarily being preceded by constipa- 
tion. High temperatures is the rule, more 
especially in adults, and symptoms on the part 
of the ocular muscles and neck rigidity is an 
early symptom. The patellar reflexes are gen- 
erally increased. The Kernig sign. is usually 
present and Dench, in a number of cases, has 
seen the Babinski symptom. The mental 
symptoms are of some significance. At first 
there is often a light delirium passing later 
into coma and in children we may have con- 
vulsions, though they are rare. Usually he has 
found a high leucocytosis and a decided in- 
crease of polymorphoneuclears, which falls in 
case of an improvement under treatment. The 
blood count is therefore important. The most 
certain and convincing symptoms are the in- 
crease in submeningeal pressure as shown by 
lumbar puncture and the character of the 
liquid obtained. If this is turbid and shows 
pus cells we have to do with a purulent men- 
ingitis. If clear and germ free, an intra- 
cranial neoplasm may be thought of. There 
are also, of course, the fundal changes of in- 
tracranial pressure to be considered, frequent- 
ly observed on both sides, but most frequently 
on the side of the involved ear. An early 
diagnosis is important and iumbar puncture 
should be made early in doubtful cases, as the 
longer the disease goes on the graver the prog- 
nosis. 


THE OPERATIVE TREATMENT OF OtiTIC MEN- 
INGITIS. 

Holger Mygind, M. D., Copenhagen, Den- 
mark, (Journal A. M. A., August 27), dis- 
cusses this subject and states that operation 
for otitic meningitis ought to be performed 
without loss of time. Each hour that passes 
before operation may be fatal. » The elimina- 
tion of the primary focus in the ear is the 
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salient point in the surgical treatment of otitic 
meningitis, and should be done as thoroughly 
as possible. This involves the opening of the 
labyrinth in all cases in which either the func- 
tional examination during the operation shows 
that it is diseased, the most frequent sign be- 
ing the existence of a labyrinth fistula. In 
order to get the external wall of the labyrinth 
well exposed for inspection it is necessary to 
perform a radical operation also in cases of 
acute osteitis of the mastoid process. It is, 
besides, easier to perform craniotomy over the 
tympanic cavity after radical operation. To 
guard against the possibility of thrombosis of 
the sigmoid sinus, he exposes the whole per- 
pendicular part of the sigmoid sinus and ex- 
amines it. He generally makes a puncture 
with a Pravaz syringe. If this reveals fluid 
blood in two different places a little apart from 
each other it is probable that there is no 
thrombus. If the syringe remains empty or if 
pus is extracted he does not open the sinus 
and expose the lateral wall during this stage 
of the operation; but waits to do it at the end 
of the operation, when craniotomy is perform- 
ed, in order to avoid infection of the soft 
membranes of the brain from the diseased 
sinus, in case it should be found necessary to 
open the subdural space. In these cases, as 
a rule, he does not ligate the jugular vein, 
partly because he has not faith enough in the 
beneficial effect of this operation in the ma- 
jority of cases of thrombophitis and partly 
because he fears that ligation of these veins 
produces an unfavorable circulation in the dis- 
eased brains. Furthermore, the ligature pro- 
longs the narcosis, which is often very long, 
especially if the labyrinth is opened. 

He performs craniotomy by enlarging up- 
ward the bony cavity produced by the radical 
operation, using as much as possible a strong 
cutting forceps and making an opening extend- 
ing 2% inches horizontally and about 1% 
inches vertically. The opening should be so 
situated as to expose freely for examination 
first, that part of the dura corresponding to the 
mastoid antrum; second, that part correspond- 
ing to the attic, for the inflammation of the 
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soft membrane of the brain occasionally starts 
here as a local pachymeningitis ; and, third, the 
part of the dura which covers the posterior 
surface of the petrous bone, for there are 
found now and then small, deep-seated epi- 
dural abscesses which otherwise are easily 
overlooked. When looking for this form of 
abscess the free exposure of the sigmoid sinus, 
performed in the first stage of the operation, 
is of great assistance, as the inner edge of ihe 
perpendicular section of the sinus, represents 
a line beyond which one must not go. Re- 
garding the routine opening of the subdural 
cavity in these cases, he says the question is 
still subjudice, but states that it should ur- 
doubtedly be done in the following class of 
cases: (1) When a fistula is found in the dura, 
for then there is sure to be either a pure 
subdural abscess or a subdural abscess com- 
plicated with a superficial abscess of the brain 
(what Macewen calls an ulceration of the 
brain) ; (2) when there are signs of gangrene 
of the dura, which shows itself by a part of 
the cranial surface of the dura being discolor- 
ed, soft and uneven on the surface, and in 
which case it is highly probable that there is 
a suppurative pachymeningitis interna with or 
without superficial abscess of the brain; (3) 
when the subjective or objective symptoms 
point toward the existence of a brain abscess; 
this must be suspected especially when brain 
symptoms have existed previously to the de- 
velopment of meningitis, when there is slow 
cerebration and when there are local symp- 
toms. It is, however, an established fact htat 
meningitis may be accompanied by local symp- 
toms without an abscess of the brain being 
present. 


Oritis Mepta. 

Hiram Wods, Baltimore (Journal, A. M. 
A., August 27), says that physicians are be- 
coming keener in their appreciation of early 
ear disease, and consultations regarding a 
possible otitic origin of systematic conditions 
are greatly increased. Some facts thus de- 
veloped seem to him worthy of discussion. 
The general belief in regard to otitic media is 


that the ear involvement is a sequel to infec- 
tion elsewhere, and among these infections 
is influenza. To justify the diagnosis of pri- 
mary otitic infection we weuld hav. “ find 
first, systematic evidences of infection; sec- 
ond, objective evidence of ear disease; third, 
absence of local disturbances that might be a 
cause and, fourth, relief of constitutional 
symptoms and cure by treatment confined to 
ear drainage. If primary otitic infection is 
a reality and if it is capable of producing sys- 
tematic infection it is our duty to insist on the 
necessity of including the ear in routine ex- . 
aminations for the cause of such symptoms. 
It does not always show itself in the order of 
exciting cause, pain and other subjective 
symptoms before the discharge makes diagno- 
sis certain, and without them nothing but 
routine examination by a competent physician 
can demonstrate the cause of the general ill- 
ness. Akin to primary otitic infection are the 
delayed ear complications of various diseases 
sufficiently distant in time to throw doubt on 
the causative relation. Such latent otites have 
one important bearing on everyday otology. 
Specialists should impress on general practi- 
tioners that they are frequent and the patient 
should not be dismissed as well until the ears 
have been examined. In this way some cases 
of deafness can be avoided. A feature which 
often puzzles not only the physician but his 
consultant, is the meaning of prolonged fever 
in extremely light cases of otitis media. Notes 
of three cases are given. If this fever is due 
to the ear it is the physician’s duty to get com- 
plete drainage. If not, it is his duty w know. 
One may have to employ a mastoid operation, 
which must be avoided if the need of it does 
not exist, and it is sometimes a puzzling ques- 
tion of diagnosis. Woods lays some stress on 
the leucocyte count in this condition, as with 
it and the temperature we have pretty reliable 
guides regarding an otitis, as a cause of sys- 
tematic disturbances as distinguished from es- 
sential fevers. There is always the possibility 
of another lesion with the ear trouble. In 
deciding if mastoid drainage is needed, he 
thinks that the amount of the otorrnva is an 
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important guide which is often negiected. A 
question which he would like to hear discuss- 
ed is what is the line of demarcation between 
the safety of the tympanic and the necessity 
for mastoid drainage? Is there anyu.ing out- 
side of time and profuse discharge to guide 
us? He reports a case of convulsions occur- 
ring in otorrhea and relieved by incision. He 
has heard of other such cases. Two other 
cases of what he has called referred pain, in 
one in the neck along the sternocleido-mastoid 
muscle and in the other in the right parietal 
occipital region, were cured by treatment and 
incision. He thinks that they were referable 
to an unusual connection between the tympanic 
nerve and other branches of the glossopharyn- 
geal nerve through the petrosal ganglion. In 
conclusion, he says that an improved attitude 
toward ear troubles on the part of medical 
practitioners has brought about a definite 
change in otologic practice, at least in his own. 
In private work, chronic otitis media, which 
was formerly much seen, is rare, and even 
acute otitis media allowed to go on to ulcer- 
ation of membrane is not very frequent, bur 
constitutional symptoms due to ear disease 
without gross evidences of the latter, are more 
common. The moral of it all is that aurists 
must be good enough physicians to make dif- 
ferential diagnosis. 


SURGERY. 


FRACTURE OF THE PATELLA. 

After giving a pretty full description of the 
types of patella fracture, its etiology, symp- 
toms and diagnosis and _ prognosis, E. 
P. Magruder, Washington, D. C. (Jour- 
nal A. M. A. June 4), discusses its 
treatment, operative and non-operative, in 
some detail. He thinks that in ab- 
sence of a competent surgeon fully equipped 
for all antiseptic precautions, the non-opera- 
tive conservative treatment should be the rule. 
The leg and thigh should be raised to an ob- 
lique angle with a well-padded posterior splint, 
a little wider than the limb, and extending 


from the hip beyond the heel. Aspiration un- 


der antiseptic precautions with elastic com- 
pression on the thigh, 10 minutes 3 times a 
day, are valuable aids. After 5 or 6 days, 
when the effusion has subsided, with the leg 
still extended and the quadriceps relaxed, the 
fragments should be brought into accurate 
apposition by adhesive straps applied*o as to 
prevent any tilting, and it is advisable to leave 
this firm and untouched for the splint, allow- 
ing of occasional examinations. After 6 
weeks the patient may try crutches and grad- 
ually move the limb. As regards operative 
treatment, it gives better functional result and 
much quicker. The chances for bony union 
are much greater and there is far less danger 
of refracture. He finds the oval incision, con- 
vexity downward, most satisfactory as allow- 
ing better apposition of the fragments and 
generally better conditions for repair. The 
subcutaneous operation is nowadays obsolete 
and the circumferential loop has few follow- 
ers, as well as the method by which the bony 
fragments are simply apposed and the open 
method under proper precautions are practi- 
cally nil. Proper after-care is essential. In 
interposition operation is imparative. Wire 
should never be carried deep enough to pene- 
trate the joint, as it will irritate the cartilage 
and produce arthritis. Impaired function re- 
sults from union in faulty position. The com- 
bination of the interrupted and reinforced con- 
tinuous chronic catgut suture is the making 
of assurance doubly sure. Absolutely accurate 
coaptation and repair of the accessory exten- 
sor aponeuroses are vitally essential, more so 
in some cases than coaptation and repair of the 
bone itself. Eminent authorities to the con- 
trary notwithstanding, bony union of a trans- 
verse fracture can certainly be acomplished if 
the carefully sutured bone is reinforced by a 
like carefully sutured aponeurosis. If any ex- 
posure is made an ample exposure under prop- 
er antiseptic precautions is justified. Other 
things being equal, the oval incision permits 
the best drainage, if drainage is needed, while 
it also retains anatomically the best arterial 
and nerve supply. The suture material, if 
non-absorbable, should be the smallest con- 
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sistent with the needs and the chances of pres- 
sure necrosis should be reduced to the mini- 
mum by complete extension of the limb in the 
oblique position which insures complete in- 
activity of the quadriceps. The most pro- 
gressive surgeons here and in Europe agree 
that the open method and suture gives the 
best results. 
DERMATOLOGY. 

THE THERAPEUTIC USE OF REFRIGERATION, 
Particularly with Solid Carbon Dioxide, by 
Pusey. President’s address. The Jour. 
Cut. Dis., July, 1910. 

‘ After three years of use the author reviews 

the literature and results. The freezing point 

of CO2 gas is 80 degrees C. The liquefaction 
point of air is -182 degrees to -190 degrees 

C. Solid carbon dioxide has practically dis- 

placed liquid air. Jackson states that there is no 

difference in the effect on the tissues whether 
we use liquir air or CO2, except that the effect 
is more rapidly obtained by the former. The 
author has observed no difference in the clini- 
cal results produced by liquid air and solid 
COz2, and CO2 is much more convenient to 
handle. Solid CO2 will produce any degree of 
reaction that is desired up to complete destruc- 
tion of the frozen tissue, and this may be ac- 
complished in from a few seconds to a few 
minutes. The amount of pain is trivial. There 
is first the sensation of cold, then a stinging 
sensation comparable to that of the bee sting. 
In speaking of the advantages of CO2 the 
author compares it with electrolysis. For re- 
moving small lesions, papillary ectases and 
moles, CO2 causes'more swelling than electro- 
lysis, and it also produces a blister, which does 
not follow a treatment by electrolysis, but CO2 
produces less pain. (A local anesthetic can 


‘be used with advantage in removing such 
lesions by electrolysis, practically without 
pain. ) 

Principles of the Use of CO2 Snow.—The 
principle underlying the therapeutic use of 
solid CO2, as of liquid air, is the production 
of a relatively deep, sharply defined inflamma- 


tory reaction in living tissue by a sudden in- 
tense freezing. The reaction can be regulated 
so that one can accurately produce all the 
degrees of effect upon tissues from an evanes- 
cent inflammatory reaction to a reaction so 
intense that it results in complete destruction 
of the involved tissues. The inflammatory 
process falls short of causing necrosis of the 
connective tissue and results in an interstitial 
sclerosis, with the destruction of the more 
highly organized structures and of diseased 
tissues of lower resistance, thus destroying 
lesions with a minimal apparent scarring. 

Factors Influencing the Effects of Solid 
CO2.—The effects are controlled by two fac- 
tors, pressure and time. 

Pressure.—It may be practically stated that 
the depth of the freezing process varies with 
pressure, the heavier the pressure the deeper 
the freezing. Mere contact with the skin re- 
sults in superficial but instantaneous freezing. 
The effect desired, therefore, is largely con- 
trolled by pressure. 

Time.—As a matter of fact, the time of the 
application is a more important factor. Mo- 
mentary freezing of the skin produces a slight 
inflammatory reaction; five to ten seconds will 
result in an acute dry dermatitis; twenty to 
thirty seconds produces an intense inflamma- 
tory reaction, usually with the formation of a 
bulla, with some sclerosis of the skin. Twenty 
or thirty seconds as a rule do not produce any 
apparent scarring, though they will produce 
permanent whitening of the areas. The re- 
sults vary in different individuals. Operators 
should time the applications with a watch. 
The reaction on young children for the same 
time is much more intense than it is on 
adults. The reaction is also greater upon a 
surface which has been previously exposed to 
X-rays to the effect of producing a derma- 
litis. 

Technique.—The snow is collected from an 
ordinary CO2 cylinder by allowing the gas to 
flow into a chamois skin, when it can be mold- 
ed into any shape or size and applied directly. 
The simplest method for shaping the snow is 
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to pack it in tubes of hard rubber or metal 


the size and lengths wanted. The mouth of. 


the tube may be flared for convenience. The 
stick of CO2 has been dipped into ether before 
making the application with a view of increas- 
ing the freezing capacity of the CO2, but the 
author has tested out this question and states 
in conclusion that nothing is gained by this 
modification. 

But little after-treatment is needed. The 
author requires the application of hydrogen 


peroxide once or twice a day, and advises 


against any other sort of treatment on the 
exposed surfaces, but on the covered surface 
he protects the lesion with a gauze dressing, 
dry or spread with a boric acid rose ointment. 
But few bad results have been recorded from 
this treatment. The scar is of excellent char- 
acter. There has been no trouble from emboli 
in the treatment of vascular neavi. 

Therapeutic Applications First, for the 
purpose of stimulation; second, for the pur- 
pose of destroying a growth in the skin by 
interstitial sclerosis; third, for the purpose 
of producing immediate destruction of masses 
of diseased tissue in the skin. 

It has been used in ezcema, lichen planus and 
other circumscribed chronic dermatoses, as a 
stimulating agent. In lupus erythematosis it 
has proven to be a valuable agent. 

Chloasma and senile lentigo have been suc- 
cessfully treated, also santhoma planum. 

It may be used in removing warts, and has 
been very successfully used in removing 
naevi of all types. Senile keratoses readily re- 
spond to this treatment. It is not recommend- 
ed in epithelioma. J. M. K. 


Sporotricuosis. By Richard L. Sutton, M.D. 

Jour. A. M. A., July 17, 1910. 

The author discusses very briefly the litera- 
ture of the subject. (A most thorough discus- 
sion of this subject, “Sporotrichosis in Man,” 
by Hyde, of Chicago, appeared in the Jour. 
Cut. Dis., July, 1910.) Sutton’s article is illus- 
trated with the report of a case which will be 
presented here. 


SOUTHERN MEDICAL JOURNAL 


The patient was a housewife age 30, gen- 
eral health good, no history of serious illness. 
Five months before the patient was seen by 
Sutton there was a pricking sensation in the 
ball of her right thumb, which she thought 
was due to the presence of a small splinter, 
but finding none, dismissed the matter. A few 
days later, however, a painless reddened papule 
developed on the surface, which slowly in- 
creased to the size of a small pea. Applications 
of a mud poultice were made, and finally the 
epidermis exfoliated, leaving a sharply out- 
lined, oval ulcer, 1 by 2 cm., and having 
a rough, bright red base. The entire lesion 
was covered with grayish pus, and there was 
practically no pain. At this time the patient 
consulted a physician, who cleansed the part 
and used antiseptic dressings. Four weeks 
after the appearance of the papule a hard 
cutaneous nodule developed near the base of 
the thumb. Three days later a second nodule 
appeared a few centimeters back of the first. 
At intervals of a few days other lesions de- 
veloped until finally a chain of seven, extend- 
ing from the thumb to the shoulder, was 


present. There was no involvement of the 


epitrochlear or axillary glands, and no eleva- 
tion of temperature. 
When seen by Sutton, the first phalanx of 
the thumb of the right hand was considerably 
swollen. On its palmer surface was a well de- 
fined oval ulcer with a rough, bright red gran- 
ulating base. The surrounding exidermal wall 
was undermined, and there was an abundance 
of grayish, tenacious pus. There were two 
small, excoriated papules, one on either side of 
the thumb, midway between the ulcer and the 
first joint. The nail was not involved. The 
areola of hyperaemia which usually surrounds 
an inflamed wound was here quite narrow, 
and there were no red streaks extending up 
the arm. The first nodule back of the ulcer 
was about the size of a larg pea, hard, non- 
adherent to underlying structures, and gave no 
subjective symptoms, and the overlying epi- 
dermis was normal in color. Two centimeters 
farther back was a second lesion, smaller but 
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of a purplish hue and soft to touch. Imme- 
diately below the anterior fold of the elbow 
joint there was a larger tumor (1.5 by 2 cm. 
and 1 cm. in height) purplish in color, soft and 
compressible. High up on the inner surface 
of the arm were four nodules arranged in an 
irregular chain. Fluctuation existed in only 
one of these. The epitrochlear and axillary 
glands were still not palpable. The signs which 
commonly mark the presence of an ascending 
cellulitis were absent. The patient stated that 
if she had not seen the nodules on the wrist 
she would not know they were present. 

A clinical diagnosis of sporotrichosis was 


made and the case referred for bacteriologic 
examination. The large lesion near the elbow 
was incised, cultures made, and four days later 
there was abundant growths on all the tubes 
inoculated. The pus from the lesion was of a 
mahogany color, thick and stringy. The pa- 
tient was treated with potassium iodide 60 to 
go grains daily, with satisfactory results, the 
lesions healing in ten or fifteen days. The in- 
fection usually occurs in a small abrasion on. 
the surface. 

(The author is to be commended for the 
clear report of this case.) J. M. K. 


Shoifner Hospital 


NASHVILLE - TENNESSEE 


Quiet, homelike surroundings, 
with all Hospital conveniences and 
equipment. All operative cases, 
fever.cases and a limited number 
of obstetrical cases, Address 


Shoffner Hospital 
TEL. M. 2897 11 LINDSLEY AVE 
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Adrenalin in its various forms (we think we may say this without qualification) offers to the medical 
profession its most efficient palliative in hay fever. The preparations here mentioned are widely used, 
and with marked success in a vast majority of cases: 


Solution Adrenalin Chloride 


Adrenalin Chloride, 1 ports physiological salt solution (with 0.5% 
Chloretone), 1000 parts. Powerful astringent and cardiac and vasomotor 
stimulant. To be ‘diluted with four to five times its volume of physiolog- 
ical salt solution and sprayed into the nares and pharynx (our Glaseptic 
Nebulizer is an ideal instrument for this purpose). 


Ounce glass-stoppered bottles. 


Adrenalin Inhalant 


CHLORIDE Adrenalin Chloride, 1 part; an aromatized neutral oil base (with 3% 
PR Be Chloretone), 1000 parts. An astringent and emollient. To be diluted 
i EE wees Se with three to four times its volume of olive oil and administered in the 
same manner as Solution Adrenalin Chloride (above noted). 


Ounce glass-stoppered bottles. 


We also supply Adrenalin Ointment and Adrenalin and Chloretone ny 
tubes, with elongated nozzies), both successfully used in the treatment of 


SOLUTION 


ADRENALING 


INHALANT 


*ARKE. DAVIS & CO 


lapsible 


Anesthone Cream. 


Formula of Dr. J. E. Alberts, The Hague, Holland. 
Adrenalin Chloride, 1:20,000; Para-amido-ethy]-benzoate, 10%; in a bland oleaginous base. 


In contact with the mucous membrane of the nares, in the treatment of hay fever, 
Anesthone Cream affords marked relief, producing an anesthetic effect that is prompt and 
lasting. A small quantity (about the size of a pea) is applied three or four times a day, the 
patient snuffing it well into the nostrils. 

Anesthone Cream has been tested by numerous clinical workers, the consensus of opinion 
being that it affords a practical and satisfactory means of relief from symptoms due to hyper- 
esthesia of the nasal mucous membrane; and the fact that the relief continues for several 
hours in some cases is worthy of consideration when one remembers the fleeting character of 


most local anesthetics. 


Collapsible tubes, with elongated nozzles. 


We also supply Anesthone Tape (likewise useful in hay fever), a selvage-edge product, one-half inch wide, impregnated with a 
1:20,000 solution of Adrenalin Chloride and 6c solud.c salt of Para-amido-ethyl-benzoate, agreeably perfumed. A piece two or three 


inches long is cut off and inserted in each nostril. Small viais. 


PARKE, DAVIS & COMPANY 


Laboratories: Detroit, Mich., U.S.A.; Walkerville, Ont.; Hounslow, Eng. 


Branches: New York, Chicago, St. Louis, Boston, Baltimore, New Orleans, Kansas City, Minneapolis, U. S. A.; 
London, Eng.; Montreal, ue.; Sydney, N.S.W.; St. Petersburg, Russia; Bombay, India; 
Tokio, " Japan; Buenos Aires, Argentina. 
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The “Storm’ “Bindes. 
Abdominal Supporter 


Adapted te Ure of Men, Women nd Chiron 


rubber elastic—washable as | 
underwear. Suftable for’ non-operative and. post-. 
| operative cases. Comfortable for sofa and bed wear. 
and athletic exercise. The invehtion- which took 
. the prize offered by the Managers’ of the Woman's’ 
FRONT Hospital of Philadelphia. A Supporter in harmony 
modern surgery that. supports with. comfort. 
~ Of great-value for visceroptosis. THustrated folder | 
| and partial lint of Binder | 


No’ whalebones, no 


PATENTED === 


| KATHERINE L. STORM, 1 1612 St, Pap 


Detroit 


“New and Absolutely Fireproof: a 
rner Adams Avenue and Park Street 


te. the Center of the Theatre, Shopping and Business District 


-& EA CARTE CAFE 


“NEWEST AND FINEST GRILL ROOM INTHE 


de Hote Dinners . 


Musie from 6 P.M. ‘to 12 
EVERY’ ROOM HAS PRIVATE BATH 


European’ Plan. Rates: $1.80 per Day and up. 


[Semple copies ofthe JOUR- 4m Bibical nd Chrstian Home, with all modern conveniences 
for. the sud: protection. ‘of select and limited number of 


RUDOLPH. HOME 


The situation ‘of th ‘home retired, afford- 


RUDOLPH . MATERNITY HOME. 
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the medical profession for: sixteen years: 
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Every precaution available to bacteriological ‘science: is taken to~ 

| ‘insure their'purity, potency and uniformity.’ They are exactingly - 
standardized, ‘tested and retested. “They are -supplied in 
-latest improved .piston-syringe container —a syringe 
embodying degree of safety and convenience. 


‘We protect hath: and: Joss. 
‘by accepting unused serum in exchange for fresh product, 
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